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Improving primary care for military personnel and veterans with
posttraumatic stress disorder—the road ahead™

In an excellent study appearing in this issue of the
General Hospital Psychiatry, Magruder et al. [1] report on a
systematic regional VA primary care sample of military
veterans and find that 11.5% of the subjects meet research
interview criteria for posttraumatic stress disorder (PTSD).
This is the largest study of PTSD in primary care to date and
reveals substantial room for improvement in services. For
example, only 18% of primary care patients not receiving
specialty mental health care but meeting research criteria for
PTSD were recognized to have PTSD, although these
patients averaged 3.5 primary care visits a year. How this
compares with the primary care management of PTSD in
other health care systems is unknown, but one might
speculate that PTSD care in the VA, a system designed for
the care of war veterans, is probably better than most.

What should be our clinical and health policy response?
The need for primary care PTSD screening may seem
obvious. Successful primary care screening and manage-
ment of PTSD has the potential to improve care for the
majority of the general population [2], and this appears to
hold true for military personnel as well. In the Department
of Defense system, nearly all military personnel access
primary care annually, with automated data from the
military health care system documenting approximately 12
million visits per year for roughly 2.4 million active
component and activated reserve component military
personnel (Colonel Mark Rubertone, personal communica-
tion, December 6, 2004). Many questions remain, however,
regarding the optimal timing and tools for PTSD screening
in military and veteran populations. For example, the only
brief primary care screening tool with published data
supporting its use employs four items [3]. In most primary
care settings, even four questions is too cumbersome for
routine use as a screening tool because of limited time and
many competing priorities. In addition, the diagnostic
criteria for PTSD are more complex than those for major
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depressive disorder, and nothing is known regarding
primary care clinicians’ capacity to use a screening result
to formulate a preliminary PTSD diagnosis without special-
ist assistance.

Even given field-tested screening tools and primary care
clinicians who can use them to make a valid PTSD
diagnosis, aggressive case finding may be inadvisable until
feasible and effective primary care therapies for PTSD are
identified. An important lesson from the literature on
depression in primary care is that specialty mental health
patients manifest more severe illness than primary care
patients do [4]. Furthermore, depressed primary care
patients who are recognized have more severe and persistent
depression than depressed primary care patients who are not
recognized [5]. When used for more mildly ill primary care
patients, the risk—benefit profile associated with various
treatments may be less favorable than in specialty settings.
To date, virtually all PTSD treatment studies have been
completed in specialty settings; without proven primary care
therapies for PTSD, primary care screening may not help
those suffering from PTSD and may even do harm by
detecting insoluble cases that compete for clinician time and
resources with illnesses and injuries for which effective
solutions already exist.

The need to base psychological trauma care on setting-
specific evidence is perhaps best illustrated by our evolving
understanding about the use of debriefing to prevent adverse
consequences of traumatic stress. For years we have
practiced critical incident stress debriefing and other
common sense notions of “psychological first aid,” only to
learn that clinical trials show no evidence of benefit [6,7].
Some of the best studies with the longest follow-up periods
even suggest that individuals debriefed early after traumatic
experiences do more poorly than those who are essentially
left to their own healing process [6]. One potential
explanation for this finding is that mental health outcomes
are favorable for the significant majority of those who
experience a traumatic event. Because most individuals do
well, they cannot derive much benefit from debriefing. This
lack of benefit renders the potential for adverse effects more
important and drives down the overall risk—benefit profile of
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the debriefing. A similar phenomenon may occur if we use
specialty care PTSD therapies in primary care without first
testing them in primary care settings.

There are now at least three evidence-based practice
guidelines for PTSD available, and an empirically derived
standard of care has evolved [8—10]. However, as we look
to improve the primary care management of PTSD, we must
remain circumspect. Evidence-based therapeutic options for
PTSD remain limited and the empirical literature on this
disorder is sparse compared with that on major depression
or panic disorder. While almost all clinical PTSD research
have been done in specialty care settings, Magruder et al.
find that only 48% of VA primary care patients with PTSD
received specialty mental health care. The reasons for low
rates of specialty PTSD care are likely to be complex [1].
For example, even when recognized and referred to
specialty care, many depressed patients fail to follow
through [11]. Some simply do not want specialty care. Still
others with less severe or self-limited illness may be
appropriately managed in primary care. In short, simplistic
attempts to achieve universal referral of primary care
patients with PTSD to specialty settings are likely to create
rather than solve problems.

The challenges associated with improving PTSD care in
primary care settings are arguably even more formidable in
the defense health system [12]. In the military, for instance,
primary care is delivered in clinical settings as diverse as unit-
based battalion aid stations (essentially a tent with no
automation), busy troop medical clinics, community hospi-
tals and large tertiary care medical centers. Some of these
settings have little or no local specialty mental health
resources available to them, further heightening the need
for a primary care improvement focus. In most military and
VA system facilities, however, specialists are available and
collaborative care models hold promise for improving the
intensity and continuity of care for some PTSD patients.
Zatzick et al. have successfully tested one such model
for victims of severe physical trauma emergently sent to a
Level 1 surgical trauma facility [13]. Their collaborative
management model is noteworthy for its emphasis on injury-
related PTSD as well as on substance misuse and depression.
The importance of attention to common PTSD comorbidities
in collaborative management models is underlined by
Magruder et al. finding that 87% of VA primary care patients
with PTSD suffered from one or more additional psychiatric
disorders and that over half reported suicidal ideation [1].

Magruder et al.’s research represents one more important
step toward a population health approach to PTSD
prevention and management for military personnel and
veterans. The issue has enormous currency given that
America is now in the midst of its most significant military
conflict since the Vietnam War. Hoge et al. reported that
5%-9% of deploying soldiers and 13%—18% of military
personnel returning from Iraq met survey criteria for PTSD
[14]. A large majority (78%—86%) of returning personnel
who met survey criteria for PTSD, major depression or

generalized anxiety disorder acknowledged having a prob-
lem, but only 13%-27% had received specialty mental
health care in the previous year [14]. These data suggest that
PTSD care must be pushed forward in time, treatment
settings and across the systems of care that military
personnel and veterans use most frequently.

Comprehensive population-based models of care for
symptoms and disability after war, disaster and terrorist
attacks have emerged from previous conflicts and other
national security challenges [15—18]. These models have
used the best available evidence to inform when, where and
how screening and intervention should occur following
community trauma and may offer a sense of direction for
improving preclinical and clinical PTSD care across the
Department of Defense and VA health care systems. Key
strategies employed are population surveillance, targeted
screening, stepped intervention and the use of automated
data for coordinating and improving care, implementing
guidelines and identifying unmet needs.

Achieving comprehensive population-based PTSD care
for military personnel and veterans will require ongoing
strategic planning, resource sharing and collaboration in
service delivery and health services research across the
Department of Defense and VA systems. Clearly, more
research is needed, particularly studies on preclinical and
primary care populations, screening tools and interventions.
In the meantime, we must balance mental health services
research with carefully planned health service delivery.
Enormous progress has occurred since the 1991 Gulf War,
but more is needed. The men and women who risk their
lives for our nation deserve nothing less.
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