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Abstract

The extent to which the results of randomized controlled trials can be expected to generalize to clinical
populations has been the subject of much debate. To examine this issue among a population of
individuals diagnosed with posttraumatic stress disorder (PTSD), the clinical characteristics of
Veterans Affairs (VA) patients with PTSD were compared to the eligibility criteria for clinical trials
of psychosocial treatments for PTSD. Administrative data for 239,668 patients who received a
diagnosis of PTSD within the VA healthcare system during the 2003 fiscal year were compared with
inclusion and exclusion criteria of 31 clinical trials for PTSD. Based on available data, all patients
appeared to be eligible for at least one study, and half (50%) were eligible for between 16 and 21
(50% or more) of the 31 studies examined. The studies for which the most veterans with PTSD would
have been eligible targeted combat-related trauma or did not specify type of trauma in their eligibility
criteria. Veterans who exhibited psychotic symptoms (3% of the sample) were ineligible for most,
but not all, of the studies. However, most veterans with comorbid Axis | conditions, such as
depression, anxiety disorders, and substance use disorders, were eligible for multiple studies. These
findings, which indicate that the existing literature on the efficacy of psychosocial treatment may
inform the treatment of the majority of veterans who present with PTSD, have applications for the
design of future clinical trials and for consultation of the literature regarding appropriate treatments
for veterans with PTSD.
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INTRODUCTION

Posttraumatic stress disorder (PTSD) is one of the most common psychiatric disorders for
which patients seek treatment, particularly among veteran populations.! Between 18.7% and
30.9% of Vietnam veterans meet criteria for PTSD at some point in their lives, with many more
experiencing at least some PTSD symptoms2:3 The risk for PTSD from service in Operation
Iragi Freedom or Operation Enduring Freedom has been estimated to be between 4.8% and
20%.4° With the return of soldiers engaged in these conflicts, as well as increasing awareness
of the effects of military sexual trauma,® has come an increased recognition of the need to
implement effective treatments for PTSD.

Corresponding Address/Permanent address: Shannon Wiltsey Stirman, Ph.D. Department of Psychiatry University of Pennsylvania 3535
Market St., Room 2032 Philadelphia, PA 19104 t.215-573-0209 .215-573-3717 sws@mail.med.upenn.edu.



1duasnuey Joyiny vVd-HIN 1duasnue Joyiny vd-HIN

1duasnuey Joyiny vd-HIN

Stirman

Page 2

Thus far, pharmacological treatments alone appear to be less effective than psychosocial
treatments or treatments involving a combination of psychosocial and pharmacological
interventions. There is also evidence that adding psychosocial interventions to
pharmacotherapy prevents relapse.”8 Treatment guidelines for PTSD indicate that
psychotherapy should be the first-line treatment for PTSD in a variety of patient populations.
9 Several recent randomized controlled trials have established that a number of psychosocial
treatment options are efficacious for individuals who suffer from PTSD.10 Reviews of the
literature indicate extensive empirical support for exposure-based therapies, as evidenced by
a number of studies that have shown moderate to large effects over comparison conditions.10
Exposure therapies, which include prolonged exposure and eye movement desensitization and
reprocessing (EMDR), have been shown to be effective for treating PTSD resulting from a
range of traumatic experiences.10 Cognitive-behavioral therapies and interpersonal
psychotherapies have also demonstrated efficacy in the treatment of PTSD.” Cogpnitive-
behavioral therapies have resulted in good outcomes in clinical trials with rape survivors,
victims of motor vehicle accidents, and individuals who have experienced assault, accidents,
or combat.”-10

Although a number of studies have indicated that cognitive-behavioral and exposure-based
treatments are effective in the treatment of PTSD, the high rate of comorbidity and other
complicating factors among those with PTSD219 has led some researchers and clinicians to
question the applicability of treatments that have been studied using randomized controlled
trials to individuals who present with more complicated symptom profiles.1! The failure of
many researchers to report rates of comorbidity among study participants makes it particularly
difficult to determine whether results of a study can be generalized to a particular patient
population. This lack of information has implications for those who work with veterans, since
many veterans present with comorbid Axis | or 11 disorders,12 comorbid medical conditions,
13 and other characteristics that may complicate treatment. In addition, as the population of
Vietnam veterans grows older, studies with specified age limitations that do not test
interventions in older adults may not adequately inform the treatment of individuals who may
be facing changes in cognitive functioning or memory as well as other issues that arise in
therapy with older adults.

Because a significant proportion of Veterans Affairs (VA) patients suffer from PTSD, it is
important to determine the extent to which the literature can reliably inform the treatment of
this population. Making such determinations can be challenging not only because of the
presenting characteristics discussed above, but also because many studies target survivors of
very specific types of trauma. These studies may be relevant to veterans in some ways but not
in others. For example, studies that target refugees may sample individuals that differ greatly
from veterans in terms of demographic characteristics, but who may have engaged in, endured,
or witnessed similar war-related traumatic events. Studies that target survivors of motor vehicle
accidents or police officers may have samples that appear similar demographically, but the
type or duration of the trauma may differ in important ways from combat exposure. The
relationship between type of trauma exposure and treatment outcomes has not been determined
with certainty, although there is evidence that factors such as exposure to violence in childhood
and combat exposure predict greater symptomology.1# If veterans present with characteristics
that differentiate them from other trauma survivors in clinically meaningful ways, (e.g., more
prolonged or frequent exposure to trauma, more co-occurring diagnoses), it is possible that
many veterans with PTSD would not have been eligible for the research conducted to date. In
this case, the existing studies may provide little guidance for treatment of PTSD in VA settings.
If, on the other hand, veterans do not present with characteristics that differentiate them
substantially from other populations with PTSD, it is possible that this literature can, in fact,
provide guidance regarding the treatment of PTSD in this population.
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One method of estimating the generalizability of the PTSD literature to veteran populations is
to assess the likelihood that individual patients would have been eligible for existing studies
by comparing their diagnostic and demographic characteristics to the inclusion and exclusion
criteria of existing studies.1®16 If an individual meets inclusion criteria and does not display
any of the characteristics that are listed in a particular study’s exclusion criteria, it is reasonable
to assume that individuals with similar characteristics may be represented in that study. Such
patients would presumably have the same chance of benefiting from treatment as the study
participants. Although the estimates of treatment efficacy vary by study, a review of the
psychotherapy outcome literature indicates that across studies, 67% of those who completed
treatment no longer met criteria for PTSD post-treatment.10

Based on the logic described above, the purpose of this study was to examine the extent to
which the existing PTSD literature can be expected to generalize to a veteran population, and
to identify studies in the existing literature for which the largest number of VA patients were
most likely to have been eligible. Because particular characteristics, such as comorbidity and
type of trauma, may have an impact on treatment, the rate of eligibility for each study among
patients who exhibit these characteristics was also determined. The results will be presented
in a manner that will allow busy clinicians to easily determine which studies may best serve
as a starting point for their work with the individuals they typically see in their practices.

Study Selection

To obtain the sample of randomized controlled trials, a search was conducted on PSYCINFO
and Medline using the keywords PTSD and posttraumatic stress. In addition, the indices of
high impact psychology and psychiatry journals that publish psychotherapy outcome research
were reviewed, as well as the reference sections of published meta-analyses and reviews.
Published studies were included in the sample if they met criteria for a well-controlled
study’ and included enough patients to randomly assign at least 10 patients to each treatment
condition.19 To be included, studies were required to test at least one active treatment condition
and one comparison group, randomize subjects, employ a reliable method of diagnosing PTSD,
use blind assessors to evaluate outcomes, and employ at least one objective outcome measure.
17 Forty-nine published studies were reviewed, 18 of which were excluded because they tested
medications without a psychosocial treatment condition, did not treat adult patients, did not
have a comparison or control group, had small sample sizes, reported secondary analyses of
larger controlled trials, or provided treatments that did not involve face-to-face contact with a
clinician (e.g., Internet-based treatments). Thirty-one studies, published between 1989 and
March, 2005 when the literature search was conducted, were selected for review.18--48

Patient Population

De-identified records were obtained for patients who presented for at least one outpatient
encounter at a VA treatment facility and were given an International Classification of Diseases,
9th Revision, Clinical Modification (ICD-9-CM) code for PTSD (300.81)*° between October
1, 2002, and September 30, 2003 (VA fiscal year 2003). Outpatient utilization data were
obtained from the from the National Patient Care Database through the Austin Automation
Center (AAC) in Austin, Texas. The files contain demographic characteristics and ICD-9-CM
diagnoses from all clinic stops and visit dates. The files also contain all procedures performed,
information regarding patients’ branch and era of service, and whether the patient had
experienced military sexual trauma or had been a prisoner of war.

A total of 239,668 patients (5% of the 4,694,401 unique Veteran outpatients identified in the
database) were assigned a diagnosis code for PTSD during fiscal year 2003. The mean age of
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the patients in the sample was 55 years (SD 13 years), 88% were male, 47% were married, and
49% were white. The average income of the patients was $19,500 (SD $35,000). Thirty-nine
percent had at least one additional Axis | diagnosis, most commonly a substance use or
depressive disorder, a rate that is in the mid-range of estimates of comorbidity for individuals
with PTSD.1! Four percent were given a diagnostic code for an Axis 11 disorder. Seventy
percent of the patients were Vietnam veterans, 3% were prisoners of war, and 0.5% had
experienced military sexual trauma. Fewer than 1% of the sample had received a diagnostic
code for intentional self-injurious behavior or a suicide attempt.

Coding of Clinical Characteristics

Based on inclusion and exclusion criteria listed for each study, dummy variables for presence
or absence of each criterion were generated for each veteran using a statistical software program
(SAS). Table 1 presents a list of common exclusion criteria, the number of studies that listed
these criteria, and the method of operationalization and coding for each criterion.

Because of the limitations associated with using administrative databases, the coding of certain
criteria required the creation of some decision rules. Patients were considered to have a
diagnosis of a psychiatric or medical disorder if they received at least one ICD-9 code indicating
that diagnosis. Where the type of trauma was listed as an inclusion criterion, ICD-9 codes
indicating a rape or motor vehicle accident, and an internal code for military sexual trauma,
prisoner of war status, or deployment during a war or conflict were used to determine the type
of trauma. This method may lead to underestimates of non-military-related traumas,
particularly when the trauma occurred prior to the year for which records were obtained, but
it allows an estimate of the number of VA patients who may not have been eligible for studies
because they did not experience the type of trauma that was the focus of a particular study.
Suicide attempts were determined by the presence or absence of an ICD-9 code for suicide.
Some studies specified that “depression with suicide ideation severe enough to warrant concern
for the patient’s safety” was an exclusion criterion.28 For studies that specified an exclusion
criterion of “severe suicidal ideation,” the more specific description above was used and
patients were considered suicidal if they had been hospitalized on an inpatient unit with a
diagnosis code of depression for that visit. This method was used to assign a proxy rating for
suicidal ideation because depression severity and suicidal ideation are strongly associated with
the decision to hospitalize after psychiatric evaluations,®! and depression with suicidal ideation
has been identified as a primary reason for which depressed individuals should be admitted to
an inpatient psychiatric unit.>2

Determination of Eligibility

After dummy variables were assigned, each patient’s profile was compared to the inclusion
and exclusion criteria for each study in the sample using an algorithm generated using the SAS
system. For each patient, the algorithm generated a code for each exclusion criterion the patient
met or inclusion criterion that was not met. The presence of any exclusion criterion that was
met or inclusion criterion that was not met resulted in a code of 0 or “not eligible” for any study
that listed those criteria; conversely, if patients met all inclusion criteria for a study and did not
meet any exclusion criteria for that study, this resulted in a code of 1 or “eligible” for a study.”
After this step, patients also received an overall code of 0, “not eligible for any studies,” or 1,
“eligible for one or more studies.” All reasons for which a patient was ineligible for each study
were also categorized, and the most commonly met exclusion criteria for each study were
determined by generating frequencies for each study and exclusion criterion.

J Psychiatr Pract. Author manuscript; available in PMC 2009 September 28.
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All patients (100%) would have been eligible for at least one study, and half (50%) of the
patients were eligible for between 16 and 21 (50% or more) of the 31 studies. Table 2 lists the
most inclusive studies (those for which over 50% of the sample were determined to be eligible
based on the available data), along with the treatment modality, type of trauma addressed in
the study, the outcome measure used, study results, and, when available, the diagnostic and
demographic characteristics of the study’s sample. The most common reasons that VA patients
in the sample would have been ineligible for each study are also listed. Not surprisingly, the
studies for which the most VA patients would have been eligible targeted combat-related
trauma or did not specify type of trauma in their eligibility criteria. Several of the more inclusive
studies described samples with a variety of comorbid diagnoses. The effect sizes in these studies
ranged from “no effect” to very large effects.>3 Table 3 lists studies for which VA patients with
particular characteristics appear to have been eligible, based on the data available in the
administrative database. Patients who exhibited psychotic symptoms (3% of the sample) were
ineligible for most studies, but most patients with comorbid Axis | conditions such as
depression, anxiety disorders, and substance use disorders were eligible for multiple studies.
Because few studies specified age-related exclusion criteria, many of the veterans who were
over 65 years of age appear to have been eligible for the studies in the sample.

DISCUSSION

Based on the information available in a large administrative database, most of the patients in
this sample of veterans appear to have been eligible for multiple studies, indicating that,
particularly in the case of studies that included combat veterans, those studies may have
included patients with similar symptom profiles. Although some of these studies provided few
details about the clinical characteristics of their participants, those that did so indicated that
the participants had relatively high rates of comorbidity, recent hospitalizations, or multiple
traumas. However, many studies did exclude patients on the basis of Axis | comorbidity. The
most common diagnoses listed as exclusion criteria included psychosis (listed in 87% of the
studies), substance use disorders (64% of the studies), and bipolar disorder (15% of the studies).

Clinically, it is appropriate to use caution and carefully consider the potential impact of each
treatment modality for individuals with some co-occurring diagnoses. For example, substance
abuse has been shown to interfere with exposure-based treatments.>8 Given the overlap
between substance use disorders, severe mental illness, and PTSD, the common exclusion of
substance use disorders is a serious limitation in the existing literature, as it is important to
develop treatments that can address the clinical phenomena that are common in this population.
Fortunately, in recent years, researchers have begun to conduct such research, although results
were not available at the time that the literature review for the current study was conducted.
For example, a recent, small pilot study found symptom reduction and decreased drug use
among men with dual diagnoses.>®

Caution is also advised in interpreting the findings regarding veterans with psychosis or bipolar
disorder. Most psychotic patients in the sample were eligible for only one study,38 and the
authors of that study noted that many of the patients in their study endorsed a high level of
distress and required concurrent pharmacological and psychosocial treatments.38 Patients with
psychatic or bipolar diagnoses comprised 3% of the total VA sample examined here, and it is
for such patients that the least is known about potentially effective treatments. In practice,
exposure-based treatments are not often used as a first-line treatment with such individuals,®
and clinicians may be reluctant to use these treatments with patients who are not stable on
medications or who are judged to have inadequate coping strategies and support to tolerate
intensive treatment for PTSD. In light of these challenges, efforts are underway to develop and
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test treatments for individuals with PTSD and severe mental illness, with promising
preliminary results.50:61

AXxis | diagnoses other than those mentioned above were listed as exclusion criteria in only 6%
of the studies. It is possible that the presence of particular coexisting psychiatric disorders may
have been associated with poor outcome or dropout in these studies. However, data regarding
the relationship between clinical characteristics of patients and outcome were rarely published
in the papers describing randomized controlled trials examined in this study. To address this
lack of data, in future studies researchers are encouraged to report secondary analyses that
examine whether particular clinical characteristics that are common among patients with PTSD
predict clinical outcomes.

The low rates of Axis Il comorbidity found in this VA sample are most likely an underestimate.
The low rate may reflect VA clinicians’ tendency to report diagnostic codes only for disorders
that were targeted at each visit. However, 74% of the studies did not list Axis Il diagnoses as
exclusion criteria and it is likely, therefore, that the samples included in the study included
some patients who had Axis Il diagnoses. Little is known about the effectiveness of treatments
for PTSD in individuals diagnosed with personality disorders, although one study that tested
a treatment for women with PTSD and borderline personality disorder found that, although
patients with borderline personality disorder did benefit from treatment, they were less likely
to achieve high end-state functioning.52

Limitations of the current research include those inherent in the use of administrative data. The
use of data obtained from an administrative database may have obscured some clinical
characteristics that would affect eligibility, such as personality disorders or suicidal intent,
characteristics that would have been apparent to researchers and clinical interviewers.
Individuals with bipolar, psychotic, or substance use disorders who were hospitalized for
suicidal ideation may not have been identified using administrative data, if they were
hospitalized for reasons other than suicidal ideation, and the method of operationalizing “severe
suicidal ideation” as an inpatient stay with a diagnostic code for major depression may have
led to an underestimate of this clinical feature. In other cases, diagnostic codes may have led
to the unnecessary exclusion of some patients. For example, the presence of diagnostic codes
for medical disorders may have led to the exclusion of cases in which the study researchers
would have made judgments regarding the extent to which the severity of the disorder would
prevent participation in the study (e.g., a diagnosis associated with organic brain syndrome,
but not causing severe enough impairment to warrant exclusion). Another example of a
potential overestimate of the number of patients who would have been excluded might relate
to trauma type. Patients with PTSD secondary to sexual trauma or a motor vehicle accident
may not have had ICD codes listed for those traumas, as they may have happened years before
the patient presented for treatment. In addition, using only one fiscal year’s worth of data rather
than multiple years may have led to an underestimate of the prevalence of PTSD among
veterans by failing to account for veterans with PTSD who may not have sought treatment that
year. Despite these limitations, administrative data offer rich opportunities to estimate the
applicability of the treatment outcome literature to a large sample of patients, and can inform
the development of treatments for under-studied populations, particularly when used in
conjunction with other studies that estimate the applicability of the literature using other
methods such as comparing data obtained by a thorough chart review or a structured assessment
of a sample of patients to see if they would meet the inclusion and exclusion criteria of studies
for a particular diagnosis!®:16

With these considerations in mind, clinicians who seek guidance from the literature regarding
the treatment of individuals who present with PTSD may find that some of the studies in the
existing treatment outcome literature can provide them with a starting point for working with
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even those patients who present with co-occurring psychiatric or medical disorders. Among
the more inclusive studies were those that used exposure therapies or cognitive-behavioral
therapies. However, the findings do not indicate whether a particular modality would be most
effective with the population of veterans that were the subject of this research. A recent meta-
analysis did not demonstrate evidence of the superiority of one modality over another in the
treatment of PTSD, but the authors did note lower rates of efficacy (45%--63%) among studies
that targeted combat veterans.10 The relationship between VA disability benefits and outcomes
in treatment studies may also account for differences in outcomes. It has been suggested that
the prospect of losing VA disability benefits may serve as a disincentive for fully engaging in
treatment, or for accurately reporting symptoms, improvements, or trauma exposure.53:64
These outcomes may also be due to the possibility that during the course of treatment veterans
frequently employ avoidant coping strategies that they found effective in dealing with combat
situations and thus do not fully engage in treatments, or to the high likelihood that many combat
veterans were exposed to multiple traumas that could not be adequately addressed in the time
frame allotted for treatment. Although most of the studies for which this sample of veterans
would have been eligible included an exposure component, the more inclusive studies tested
therapies with different “doses” of exposure, which were delivered in different ways and with
varying degrees of intensity. Given these differences, clinicians need to use their judgment and
conceptualization of individual patients to determine the most appropriate therapy from among
the more inclusive studies. Similarly, when determining training needs for clinicians who work
with veterans in different settings, the clinical features of the individuals seen in these settings
should be taken into account along with the efficacy and inclusiveness of the available research.

More research is needed to determine the impact of particular comorbid diagnoses on treatment
outcomes. Future outcome research should include rates of some of the more common
comorbid psychiatric diagnoses so that clinicians can determine whether study samples
included patients with characteristics similar to those individuals that they treat in their own
practices. Although more research is needed to address these clinically important issues, the
current findings indicate that the existing PTSD treatment outcome literature may well be more
inclusive of patients with complicated clinical presentations than was previously hypothesized,
and that the treatments tested to date may in fact be viable treatment options for veterans who
suffer from PTSD.
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Exclusion criteria listed by studies and methods of coding

Table 1

Page 11

Criterion Number Codes/decision rules used
(%) of
studies
(n=31)
Bipolar disorder 5 ICD codes for bipolar disorder
(16%)
Substance abuse or 20 ICD codes for specific disorders when listed,
dependence (64%) otherwise codes for abuse and/or dependence for
all substances
Personality disorder 8 ICD codes for specific disorders when listed,
(26%) otherwise codes for all personality disorders
Trauma type 24 ICD codes for motor vehicle accident, sexual
(77%) assault, and other traumas and/or internal codes
for combat, military sexual trauma, prisoner of
war status
Suicidal (e,g, suicide 12 ICD codes for self-harm when recent suicide
attempt or severe suicidal (39%) attempt listed as a criterion; inpatient
ideation) hospitalization with a diagnosis of major
depressive disorder for “severe suicidal ideation”
Medical comorbidity 6 ICD codes for all specific medical disorders
(19%) listed in studies that included medical
comorbidity among exclusion criteria
Axis | comorbidity 2 ICD codes for specified disorders
(other than psychotic (6%)
disorders, substance
dependence, and
psychosis)
Psychosis 27 ICD codes for schizophrenia, schizoaffective
(87%) disorder, major depressive disorder with
psychotic features, bipolar disorder with
psychotic features, psychosis not otherwise
specified
Organic brain syndrome 13 ICD codes for conditions associated with organic
or cognitive impairment (42%) brain syndrome
Age 2 Age
(6%)
Gender 6 Administrative gender code
(19%)
Time since trauma (e.g., 3 ICD code for trauma/injury type (e.g., sexual
trauma required to be (10%) assault, motor vehicle accident) within specified

recent)

time frame of index visit

J Psychiatr Pract. Author manuscript; available in PMC 2009 September 28.



Page 12

Stirman

13pI0SIp asn aaueISgns = ANS ‘AS.Ld 10) M3IAIBIU| PAINANIIS = ASLd-IS ‘UOITRINJ0UI SSa1IS = |S ‘UOIIRIASP pJepuels = (S ‘ainsodxa pabuojoid = 34 ‘1aplosip

anIssaidap Jofew = AN ‘Buissadoidal pue UOIEZINISUSSAP JUBWBAOWSAS =HAINT ‘Adelay) JoIAeyag-aAIuB0od = 19D 8]e9S AS.Ld PaJsIsiuiWpyY UeIulD = SdvD ‘Adelayy Ajiwey [ejoireysq = 149

sieah (0T As) J3pIosIp 10 %_oﬂmmm
1€ = abe ues|\ Kaixue umm.mm..S_E
ueliseoned %/ /. |BI30S 9% ¢T oTo=p . y €00¢
stsoyofsd paLLIell 06Zy 13pIOSIP ¥ANT < 3d sisoubelp as.Ld inisse %6 A
pakojdwa vzy olued %TE “ewines)
alews) %5, aan %ey aidnn
sieah (ST as) €L°0=p 66T ‘I8
sisoyoAsd € = abe ues|y paist] 10N uonenyqey abeuwt as.ld-Is paytoadsun €6 owc Bie
aews) %v9 < dan3 15 uybneA
s1eak (€T As)
. R Jequiod 666T
g¢ = abe Uea (18°0=p) (Im-wsa) . 8z
SISOUIASd paisi| 10N JAS] 1uapidde 6 9duads
palew 04G¢ d4dN3 < 190 MaIAJBIUI S Ld ¢
aleW 9%G¢ Hnessy pue Ajj1ne@
pafojdwaun ewineJ] auo -
ans %529 < paouaLadxe (190 =p) 9gdSLd-IS paioadsun 78 gzc002
afeu! o %L IS <HaW3 €76 937
sieak
g = abe ues|\ . .
pazijendsoy (orz=p) 866T ‘I
o P e o AeDei 6T, UomeXelRi < HOW3 SV eauoo s % doreo
UYM %09
sleak
= abe ues|N
adA ewnen ve=29 (ezo=p) 3[eds 686T
' alLIew o 9151| 10 i} RO
19pUBD P o6 PastloN 1511 1em < butpool4 asLd W U0 o e 18 Sueay
3lew %007
sreak (T°g as)
Jeaipawl .
, s /v = abe uea\ (co0=p) swoldwAs 666T
ans e pakojdwia 96z PESINION 3d < 148+3d anmisod @S Ld Jequiod 89 Al
adAiTewnes | SUM 065D
sieak
[eaipaw (g= (zzo=p)
_ L'€=as) uonIpuo? | .
ans _ Adelay) pasnooy €00¢ 'Ie
‘[zadR] 18 |mwww>cwmm_w\w w_x<%_”_vmsh\:mw wasaid < Adesau vmmn_,qo 1equWoD 15 ﬁ::ccum
ewines | nm_:ME o\mmm U % pasnooy ewinel ]
(8z1s 198449)
uoIsn|axa Sanss! [ealIuljo P ainseawl 161
¥ soydeabowaq 1nsai ewnea | Apms
uowiwo) JAupIgaowo) pUE ANEpOW awoaN0 %

J Psychiatr Pract. Author manuscript; available in PMC 2009 September 28.

(e1ep 8|qR[IEAR
uo paseq a]qi61]9 8q 01 PaUILLISISP 3I9M 040G UBYI 810W YIIYM o)) 3]q1Bija ag 01 A|ax1] 1sow atem syuaiied WA YdIym o ssipns asld
¢ 3lqel

NIH-PA Author Manuscript NIH-PA Author Manuscript NIH-PA Author Manuscript



Page 13

Stirman

Apnis ayy Joy 31qiBijaul usag aney pinom ajdwes A ay Ui siusiied SUOSEal UOWLIO0D 1SN
e

100)J0 able| = 80 PUE ‘199)48 WINIPAW = G'Q ‘199)J9 |[EWS = 2°0 YHM ‘SJusLuTea]
[03U0D PUE JUBWINEI) BAIOR UBAMIAC PaTe|NI[ed Jam Aay) aSIMIBLIO ‘PaledWioD aiam sUaLLTEaL} BANJE OM) YIIUM Ul siaded Ul SJUaWIEaI) BAIIO LIBAMIAQ PaJe|ndfed 1am (goP S.UBL0D) SaZIS 19843
«

NIH-PA Author Manuscript NIH-PA Author Manuscript NIH-PA Author Manuscript

J Psychiatr Pract. Author manuscript; available in PMC 2009 September 28.



1duasnue Joyiny vd-HIN 1duasnue Joyiny vd-HIN

1duosnue Joyiny vd-HIN

Stirman

Table 3

Page 14

Most inclusive PTSD studies by comorbidity, gender, and minority status

Status

Study/Year

% of VA patients with PTSD who
appear to meet criteria

Substance Use Disorders (n = 38,686)

Keane et al. 108938
Devilly and Spence 199928
Vaughn et al. 199446

Taylor et al. 200320

Axis | comorbidity---psychotic or bipolar (n = 7,749)

Axis | comorbidity---anxiety, depression, and other nonpsychotic, non-substance use
disorders (n = 92,380)

Keane et al. 198938

Carlson et al. 199833
Lee et al. 200223

Devilly et al. 199834
Taylor et al. 200320

Vaughn et al. 199446

Axis Il comorbidity (n = 9,403)

Keane et al. 198938
Vaughn et al. 199446
Devilly and Spence 199928
Taylor et al. 200320

Medical comorbidity (n = 23,807)

Female (n = 14,647)

Boudewyns et al. 199042

Keane et al. 108938
Renfrey and Spates, 199445
Carlson et al. 199833
Lee et al. 200223
Devilly and Spence 199928
Vaughn et al. 199446
Taylor et al. 200320
Ironson et al. 200222
Leeetal. 200223

Brom et al. 198943

Foaet al. 199930

Zlotnick et al. 199736
Vaughn et al. 199446
Resick et al. 200224
Devilly and Spence 199928
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Status

Study/Year

% of VA patients with PTSD who
appear to meet criteria

Minority (n = 42,306)

Over 65 (n =50,331)

Taylor et al. 200320

Keane et al. 198938
Devilly et al. 199834
Vaughn et al. 199446
Taylor et al. 200320
Ironson et al. 200222
Carlson et al. 199833
Lee et al. 200223

Devilly and Spence 199928

Taylor et al. 200320

93

74
90
90
91

86
93
95
97
97
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