
Serving Those Who Served: Retention of 
Newly Returning Veterans From Iraq and 
Afghanistan in Mental Health Treatment 
Ilan Harpaz-Rotem, Ph.D.  
Robert A. Rosenheck, M.D.

Objective: There are growing concerns about the mental health status of 
returning veterans from the recent conflicts in Iraq (Operation Iraq 
Freedom [OIF]) and Afghanistan (Operation Enduring Freedom [OEF]) 
and about retention in mental health treatment of veterans with post
traumatic stress disorder (PTSD). This study obtained data from veterans 
who had a new diagnosis of PTSD from fiscal year (FY) 2004 to FY 2007 
and determined whether retention in PTSD treatment and the number 
of mental health visits were comparable among OIF-OEF veterans and 
veterans from other service eras. Methods: Data from the Department of 
Veterans Affairs and the Department of Defense were combined to iden
tify veterans who were newly diagnosed as having PTSD (N=204,184) and 
their service era. Survival analysis assessed dropout from mental health 
treatment within one year from initial diagnosis, and Poisson regression 
assessed the association between war era and number of mental health 
visits. Results: Although a smaller proportion of OIF-OEF veterans than 
Vietnam-era veterans remained in treatment for more than one year 
(37.6% versus 46.0%), when the analyses adjusted for demographic char
acteristics and comorbid diagnoses, OIF-OEF veterans were less likely 
than Vietnam-era veterans to discontinue psychiatric treatment for PTSD 
within one year. OIF-OEF veterans attended fewer mental health visits 
than Vietnam-era veterans did (8.15 versus 13.37). However, multivariate 
analysis indicated that, after the analyses adjusted for confounding fac
tors, OIF-OEF veterans had significantly more visits than Vietnam-era 
veterans associated with PTSD treatment. Conclusions: Retention and 
numbers of visits were found to be lower among OIF-OEF veterans pri
marily as a function of age and comorbid conditions and not as a function 
of the particular war era. Interventions should be designed to target spe
cific barriers to care that may interfere with continued engagement in 
mental health services. (Psychiatric Services 62:22-27, 2011)

here is considerable public 
and professional concern about 
access to mental health serv

ices for recently returned veterans of 
the wars in Iraq and Afghanistan. A

survey of three groups of veterans 
(N=3,671) who returned from Af
ghanistan and Iraq found that 11%
17% met screening criteria for a men
tal disorder but 60%-77% of those

who met screening criteria expressed 
no interest in treatment (1,2). More
over, although 78%-86% of those who 
screened positive for depression, 
posttraumatic stress disorder (PTSD), 
or generalized anxiety disorder ack
nowledged these emotional difficul
ties, only 38%-45% indicated an in
terest in receiving help and only 
13%-21% had actually received help 
from a mental health professional in 
the year before assessment. High 
rates of mental disorders were also 
recorded among Vietnam-era veter
ans and military personnel in the 
1990s, and the burden associated with 
mental illnesses in these populations 
was found to be significant (3-5).  

Unmet needs for mental health 
services are not unique to veterans.  
Using data from the National Comor
bidity Survey, Kessler and colleagues 
(6,7) estimated that ten million per
sons in the United States meet crite
ria for a serious mental illness in any 
given year but only 50%-60% receive 
treatment. Fifty-five percent of those 
who did not receive services cited a 
lack of perceived need, and the rest 
wanted to solve the problem on their 
own (72%), thought the problem 
would get better by itself (61%), 
faced financial barriers (46%), were 
unsure about where to go for help 
(41%), or thought that help would 
not do any good (38%). In this na
tional sample, younger people (aged 
18-34) were the least likely to seek 
care, a finding consistent with data 
from the military showing limited 
help-seeking behavior among the 
younger veterans (8).  

In addition to this evidence of 
widespread untreated mental illness,
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the attrition of patients who have en
tered psychiatric treatment has also 
long been a concern. Studies from the 
1950s and 1960s reported that about 
50% of patients dropped out of psy
chiatric treatment by the third ses
sion, with approximately 35% of 
clients ending therapy after a single 
session (9-11). More recent studies 
show that from 20% to 57% of pa
tients drop out after the first session 
of mental health treatment (12-16).  
It has also been reported that more 
than 65% of clients end psychothera
py before the tenth session, and most 
have been found to attend fewer than 
six sessions (13,17).  

Premature dropout is a concern for 
several reasons. Research has shown 
that successful symptom reduction in 
short-term, evidence-based psy
chotherapy usually requires a mini
mum of nine to 15 sessions for even 
half of the clients to be considered re
covered (18,19). Thus the majority of 
clients who enter treatment do not 
seem to receive the minimum num
ber of sessions needed to achieve 
clinical benefits. Premature dropout 
may also waste limited mental health 
resources.  

This study used national adminis
trative data from the U.S. Depart
ment of Veterans Affairs (VA) to ex
amine the one-year duration of par
ticipation in mental health treatment 
among veterans with a new diagnosis 
of PTSD and who served in Iraq as 
part of Operation Iraq Freedom 
(OIF) or who served in Afghanistan 
as part of Operation Enduring Free
dom (OEF). These veterans were 
compared with veterans newly diag
nosed as having PTSD from other 
service eras: Korean, Vietnam, post
Vietnam (1975-1992), or Persian 
Gulf (1992 to the present), excluding 
veterans who served in Iraq or 
Afghanistan as part of OIF or OEF.  

Methods 
Source of data and sample 
The sample was based on national VA 
administrative data. Veterans were in
cluded if they were treated in the Vet
erans Health Administration (VHA) 
from fiscal year (FY) 2004 to FY 2007 
and received a primary or secondary 
diagnosis of PTSD on at least one 
outpatient encounter or inpatient dis-

charge and who had not had any serv
ice encounters associated with a 
PTSD diagnosis for the previous 
three years (since FY 2001) (N= 
204,184). One-year treatment discon
tinuation was defined if the last 
PTSD-related encounter occurred 
less than 360 days after the initiation 
of the service episode for treatment 
of PTSD. Data on service use, so
ciodemographic and diagnostic char
acteristics, and service era were de
rived from national administrative 
databases, including the outpatient 
encounter file, which documents all 
outpatient service use, and the pa
tient treatment file, which includes 
discharge abstracts of all VHA inpa
tient treatment. Data on service in 
Iraq or Afghanistan were obtained 
from files provided to the VA by the 
Department of Defense. The records 
of these patients were then merged to 
create the database examined for this 
study. Veterans were classified into six 
mutually exclusive service era cate
gories: Korean, Vietnam, post-Viet
nam, Persian Gulf exclusive of service 
in Iraq or Afghanistan (OIF or OEF), 
and OIF-OEF. A waiver of informed 
consent was obtained from the VA 
Connecticut and Yale institutional re
view boards.  

Measures 
Measures reflected patient character
istics, including age, gender, race-eth
nicity, receipt of VA disability com
pensation, annual income, comorbid 
psychiatric diagnoses, and outpatient 
and inpatient mental health service 
utilization. ICD-9 codes were used to 
identify the following nonmutually 
exclusive comorbid diagnoses during 
the year after the first PTSD visit: 
schizophrenia, alcohol use disorder, 
drug use disorder, bipolar disorder, 
major depressive disorder, and dys
thymia. In addition, we identified the 
number of outpatient mental health 
visits each patient had during the year 
after the first diagnosis of PTSD and 
determined whether the patient was 
hospitalized on an inpatient psychi
atric unit that year. Veterans' resi
dence in urban or rural areas was also 
included because it may also have af
fected access to outpatient health 
services. Rural-Urban Commuting 
Area (RUCA) classification codes de-

veloped in 1998 at the University of 
Washington ( http://depts.washington.  
edu/uwruca/ruca-about.php ) and na
tional zip code data from the VA en
counter files were used to identify 
veterans living in settings ranging 
from large urban locations to isolated 
rural ones. The zip code of residence 
on the first encounter record of the FY 
was matched with zip codes from the 
RUCA categories, which classified 
each veteran's residence as urban, 
large rural city, small rural communi
ty, or isolated rural setting.  

In addition to the first date of a di
agnosis of PTSD, we also identified 
the last visit that included a diagnosis 
of PTSD through December 2007 
and subtracted that date from the 
date of the first PTSD visit. Retention 
in treatment was thus measured by 
the number of days from the initial 
PTSD diagnosis through December 
2007. We also examined the number 
of visits specifically for the diagnosis 
of PTSD and the total number of spe
cialty mental health visits regardless 
of diagnosis.  

Statistical analysis 
Descriptive statistics were used to 
evaluate bivariate associations be
tween service era and retention in 
mental health treatment, and gener
alized linear models (GLMs) were 
used to assess treatment intensity (as 
measured by number of visits). Sur
vival analysis (proportional hazards 
regression) including all covariates 
was used to estimate the likelihood of 
dropping out of treatment during the 
first year after receiving a diagnosis 
of PTSD among OIF-OEF veterans 
and veterans of other war eras (Viet
nam-era veterans were the reference 
group). SAS, version 9.1, PROC 
PHREG was used to perform the sur
vival analysis.  

Next, because we observed events 
within a defined unit of time, Poisson 
regression was used to assess the as
sociation between war era and the 
number of visits during the first year 
of treatment. The analyses used 
PROC GENMOD of SAS and adjust
ed for all other covariates and dura
tion of participation. Because of the 
large number of participants in the 
study, we set the alpha significance 
level to .001.
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Table 1 

Characteristics of 204,184 veterans 
who were newly diagnosed as having 
posttraumatic stress disorder from 
fiscal year (FY) 2004 to FY 2007

Variable N % 

Age (M±SD) 50.62±2.70 
Annual income 

(M±SD $) 25,390+47,871 
Gender 

Male 189,466 92.8 
Female 14,718 7.2 

Race or ethnicity 
Hispanic 3,903 1.9 
African American 13,948 6.8 
Other 186,333 91.3 

Service-connected 
disability benefits 

No 118,259 57.9 
<50% 49,526 24.3 
>=50% 36,399 17.8 

Mental health services 
Inpatient service use 12,126 5.9 
Any service use 179,704 88.0 

Comorbidity 
Alcohol use disorder 37,939 18.6 
Drug use disorder 25,470 12.5 
Schizophrenia 5,832 2.9 
Bipolar disorder 10,694 5.2 
Major depressive 

disorder 43,678 21.4 
Dysthymia 90,865 44.5 

Service era[a] 
Korean 8,408 4.1 
Vietnam 121,620 59.6 
Post-Vietnam 23,687 11.6 
Persian Gulf 20,997 10.3 
OIF-OEF 29,472 14.4 

Living area 
Urban area 147,709 72.3 
Large rural area 23,627 11.6 
Small rural area 18,670 9.1 
Isolated rural area 14,178 6.9

a=Categories are mutually exclusive. OIF-OEF, 
Operation Iraq Freedom and Operation En
during Freedom

Results 
The sample included 204,184 veter
ans; 92.8% were males. The mean age 
was 50.62 years, 6.8% were African 
American, and 1.9% were Hispanic 
(Table 1). Altogether 42.1% received 
service-connected disability benefits 
from the VA, and the sample had an 
average annual income of $25,390.  
About 6% had an inpatient psychi
atric hospitalization during the year 
that they originally received a PTSD 
diagnosis, and 88.0% received spe
cialty mental health services. The 
most frequent comorbid diagnoses 
among veterans diagnosed as having 
PTSD were dysthymia (44.5%), ma
jor depressive disorder (21.4%), and 
alcohol use disorder (18.6%). The 
majority of veterans treated for PTSD 
during the observed period served 
during the Vietnam era (59.6%), fol
lowed by those who served in OIF
OEF (14.4%).  

GLMs compared the number of 
days veterans were retained in treat
ment during the first year after treat
ment entry, the number of mental 
health treatment visits attended, and 
the average number of visits per 
month. Table 2 provides details on 
the adjusted means and standard de
viations of visit counts for veterans of 
each service era. Veterans of the Viet
nam War were retained in PTSD 
treatment for an average of 247.56 
days, whereas OIF-OEF veterans 
who were treated for PTSD were re
tained for 221.20 days. The adjusted 
mean number of outpatient visits for 
the treatment of PTSD among Viet
nam-era veterans was 8.14, and the 
average number of visits for any spe-

cialty mental health services for this 
group was 13.37+-30.38. These figures 
were somewhat lower for OIF-OEF 
veterans (6.94+-13.07 and 8.15+-16.90, 
respectively). Overall, veterans from 
all eras attended an average of one 
PTSD specialty mental health visit 
per month during the first year of 
treatment.  

Bivariate data suggested that OIF
OEF veterans drop out of treatment 
at a moderately greater rate than 
their Vietnam-era counterparts. Alto
gether 37.6% (N=11,081) of the 
OIF-OEF veterans and 46.0% 
(N =55,896) of Vietnam-era veterans 
remained in treatment for more than 
one year. However, proportional haz
ards models adjusting for demo
graphic and comorbid diagnoses 
showed that compared with the Viet
nam-era veterans, OIF-OEF veter
ans were 7% less likely (hazard ra
tio= .93) to discontinue their psychi
atric treatment for PTSD within the 
first year after the initial diagnosis 
(Table 3). Overall, veterans were less 
likely to drop out of treatment within 
the first year if they had higher in
come, were older, received specialty 
mental health services (compared 
with primary care medical services), 
had an inpatient psychiatric hospital
ization, received service-connected 
disability benefits from the VA, or 
were diagnosed as having mood-re
lated disorders (either major depres
sive disorder or dysthymia) (Table 3).  
Veterans residing in nonurban com
munities were less likely than those 
residing in urban areas to discontinue 
their PTSD treatment within the first 
year after their initial diagnosis.

Table 2 

Number of days in treatment and number of mental health visits within one year of a posttraumatic stress disorder (PTSD) 
diagnosis among 204,184 veterans

PTSD mental health visits All mental health visits 

Days in treatment Overall Visits per month Overall Visits per month 

Service era[a] M SD M SD M SD M SD M SD 

Korean 199.19 176.38 4.91 10.69 .88 1.13 7.12 17.91 1.40 3.07 
Vietnam 247.56 166.80 8.14 16.57 1.09 1.42 13.37 30.38 2.01 4.38 
Post-Vietnam 193.02 172.90 7.20 16.78 1.31 1.69 22.16 44.60 3.72 7.01 
Persian Gulf 210.05 171.20 6.71 14.62 1.12 1.45 12.79 28.20 2.40 5.14 
OIF-OEF 221.20 167.67 6.94 13.07 1.16 1.38 8.15 16.90 1.61 3.35

a=Categories are mutually exclusive. OIF-OEF, Operation Iraq Freedom and Operation Enduring Freedom 
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Increased risk of discontinuing 
treatment within the first year was sig
nificantly associated with being male, 
being African American, and having a 
comorbid diagnosis of an alcohol or 
drug use disorder, schizophrenia, or 
bipolar disorder. Compared with Viet
nam-era veterans, veterans who served 
during the Korean era, the post-Viet
nam era, and the Persian Gulf era (ex
cluding OIF-OEF veterans) were all 
more likely to drop out of treatment 
during the first year after their initial 
PTSD diagnosis (Table 3).  

Poisson multivariate analysis indi
cated that compared with Vietnam
era veterans, OIF-OEF veterans had 
significantly more PTSD treatment 
visits (Table 4). Also, veterans had sig
nificantly more visits if they were old
er, had higher incomes, were African 
American, received inpatient mental 
health services, or had a comorbid di
agnosis of alcohol or drug use disor
der or a mood-related disorder. Low
er numbers of PTSD-related visits 
were associated with being male, be
ing Hispanic, receiving service-con
nected disability benefits, serving 
during the era of the Korean War, or 
living in rural areas.  

Finally, we examined correlates of 
the number of all specialty VA mental 
health visits. Poisson regression sug
gested that veterans received more 
services if they were African Ameri
can, received inpatient services, or had 
a comorbid diagnosis of an alcohol or 
drug use disorder, schizophrenia, bi
polar disorder, or major depressive 
disorder (Table 4). Compared with 
Vietnam veterans, post-Vietnam veter
ans received a significantly larger 
number of mental health visits. Lower 
numbers of mental health visits were 
associated with receiving service-con
nected disability benefits from the VA 
and living in rural areas. Veterans who 
served during OIF-OEF era were not 
significantly different from their Viet
nam-era counterparts.  

Discussion 
As many veterans return home from a 
difficult tour in a war zone, there is 
great concern that appropriate servic
es be provided to facilitate their read
justment and address the physical and 
emotional toll of their warzone serv
ice. It has recently been documented

Table 3 

Proportional hazards analysis assessing risk of dropping out of mental health 
treatment within one year

Variable Hazard ratio 95% CI p 

Age .99 .99-.99 <.001 
Male 1.06 1.04-1.09 <.001 
Race or ethnicity (reference: other) 

African American 1.17 1.15-1.20 <.001 
Hispanic .98 .95-1.03 .83 

Annual income .99 .99-.99 <.001 
Service-connected disability 
benefits (reference: no) 

<50% .87 .86-.89 <.001 
>=50% .91 .90-.93 <.001 

Mental health inpatient service use .92 .90-.93 <.001 
Any mental health service use .58 .57-.59 <.001 
Comorbid condition 

Alcohol use disorder 1.03 1.02-1.04 .004 
Drug use disorder 1.17 1.14-1.19 <.001 
Schizophrenia 1.39 1.34-1.43 <.001 
Bipolar disorder 1.06 1.03-1.09 <.001 
Major depressive disorder .86 .85-.88 <.001 
Dysthymia .89 .88-.90 <.001 

Service era (reference: Vietnam)a 
Korean 1.49 1.44-1.54 <.001 
Post-Vietnam 1.26 1.23-1.29 <.001 
Persian Gulf 1.15 1.12-1.18 <.001 
OIF-OEF .93 .90-.95 <.001 

Living area (reference: urban area) 
Large rural area .96 .95-.98 <.001 
Small rural area .94 .92-.96 <.001 
Isolated rural area .95 .93-.97 <.001

Categories are mutually exclusive. OIF-OEF, Operation Iraq Freedom and Operation Enduring 
Freedom

that from 1997 to 2005 there was a 
steady and constant growth in the 
number of veterans using specialty 
mental health services within the VA, 
which was associated with an annual 
reduction of 37% in the number of 
mental health visits per veteran (20).  
However, there have been substantial 
increases in the expenditures on men
tal health care through FY 2008 (21) 
and in the average number of mental 
health visits per veteran with PTSD 
from FY 2006 to FY 2010 (unpub
lished data, New England Mental Ill
ness, Research, Education, and Clini
cal Center, VA Connecticut Health
care System, 2010). This study was 
designed in response to recent grow
ing concerns about the retention of 
OIF-OEF veterans in mental health 
treatment.  

Our data indicated that when ex
amined independently of other fac
tors, OIF-OEF veterans were treated 
for a shorter period and received few
er mental health services when com-

pared with veterans of the Vietnam 
era. However, when Poisson regres
sion was used to account for events 
within a defined period of time (one 
year after the initial diagnosis) and to 
adjust for potential confounds, OIF
OEF veterans were more likely than 
Vietnam-era veterans to be retained 
in treatment. Moreover, Poisson mul
tivariate regression indicated that 
OIF-OEF veterans received a slight
ly but significantly larger dosage of 
specialty PTSD mental health servic
es (number of visits adjusted for time) 
than their Vietnam veteran counter
parts. Furthermore, no significant 
difference was found between OIF
OEF and Vietnam veterans in the to
tal number of mental health specialty 
visits. The intensity of mental health 
visits were primarily associated with 
illness severity measured by comor
bid diagnosis. It is possible that pro
viders may have given PTSD diag
noses more readily to newly returning 
veterans than to older veterans, re-
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Table 4 

Multivariate Poisson regression showing the association between characteristics 
of veterans newly diagnosed as having posttraumatic stress disorder and the 
number of mental health visits in the first year after the diagnosis

Posttraumatic stress dis
order mental health visits All mental health visits 

Variable Estimate SE p Estimate SE p 

Age .005 <.001 <.001 -. 001 .004 .978 
Male (reference: female) -. 115 <.001 <.001 -. 021 .083 .822 
Race or ethnicity (reference: other) 

African American .070 .012 <.001 .314 .065 <.001 
Hispanic -. 140 .026 <.001 .027 .151 .862 

Annual income .001 <.001 <.001 -. 001 <.001 .129 
Service-connected disability 
benefits (reference: no) 

<50% -. 029 .008 <.001 -. 171 .054 <.001 
>=50% -. 178 .010 <.001 -. 234 .065 <.001 

Mental health inpatient service use .363 .012 <.001 .236 .062 <.001 
Comorbidity (reference: absence 
of indicated disorder) 

Alcohol use disorder .237 .009 <.001 .554 .052 <.001 
Drug use disorder .330 .010 <.001 .964 .057 <.001 
Schizophrenia .020 .020 .968 .745 .080 <.001 
Bipolar disorder .033 .014 .021 .307 .069 <.001 
Major depressive disorder .194 .007 <.001 .226 .046 <.001 
Dysthymia .077 .007 <.001 .116 .044 .009 

Service era (reference: Vietnam)a 
Korea -. 272 .022 <.001 -. 103 .156 .513 
Post-Vietnam -. 016 .013 .243 .222 .072 .001 
Persian Gulf -. 012 .015 .51 -. 010 .098 .926 
OIF-OEF .094 .017 <.001 -. 248 .124 .048 

Living area (reference: urban area) 
Large rural area -. 161 .011 <.001 -.285 .075 .001 
Small rural area -. 170 .012 <.001 -.286 .085 .001 
Isolated rural area -. 198 .014 <.001 -. 335 .101 .001

a=Categories are mutually exclusive. OIF-OEF, Operation Iraq Freedom and Operation Enduring 
Freedom

suiting in a significantly greater num
ber of mental health visits associated 
with PTSD diagnosis among OIF
OEF veterans than among veterans 
of other eras.  

Moreover, although one part of the 
sample (OIF-OEF veterans) is at the 
beginning of the course of the disor
der, a new PTSD diagnosis among 
Vietnam-era veterans would have oc
curred after a considerable passage 
of time since the their return from 
overseas. In this respect, these veter
ans may have either suffered from 
this disorder for a long period and 
not sought any mental health services 
or experienced a late onset or re
emergence of stress-related sympto
matology (22).  

Our study suggests that, on aver
age, OIF and OEF veterans attended 
only eight mental health visits during 
the year after their initial PTSD diag-

nosis, and thus they were not likely to 
have received sufficient sessions of 
short-term evidence-based psycho
therapy to obtain a significant reduc
tion in symptoms in that year. Data on 
how many received such treatment 
over longer periods or on the reasons 
why only eight visits were received, 
on average, during the first year of 
treatment are not available.  

This study also provided an oppor
tunity to examine the patterns of 
mental health service use in terms of 
both continuity (time) and dosage 
(number of mental health visits) dur
ing the first year after the beginning 
of a new episode of treatment. This 
can be viewed in the perspective of
fered by Andersen's model (23,24) of 
service utilization, which suggests 
that service utilization is influenced 
by characteristics of both individuals 
and health care systems. Although

there is a concern that OIF-OEF vet
erans drop out earlier and receive 
fewer visits, this appears to be a func
tion of age and comorbid conditions 
and not the particular era in which 
they served. As a system, the VA of
fers relatively similar services to vet
erans of all conflict eras. However, al
though veterans who received serv
ice-connected disability benefits from 
the VA (which provide free access to 
services along with the monthly dis
ability payment) had a lower risk of 
discontinuing mental health services 
within the first year after the initial 
PTSD diagnosis (Table 2), they also 
had a significantly lower number of 
both specialty PTSD mental health 
service visits or of any mental health 
specialty visits compared with veter
ans who did not receive any service
connected disability payments. These 
findings suggest that veterans who 
have no financial assistance from the 
VA and seek medical care within the 
VA health care system tend to receive 
more mental health services within a 
shorter period of time, which sug
gests that needs and not financial in
centives drive service utilization.  

Similarly, living in a rural area was 
associated with a significantly lower 
risk of terminating mental health 
treatment within the first year after 
the initial PTSD diagnosis but also 
with a significantly lower dosage of 
both PTSD mental health service and 
any mental health services. These 
findings suggest that geographical 
barriers may restrict the intensity of 
services but do not interfere with 
treatment retention.  

This study has several limitations 
that restrict our ability to draw defin
itive conclusions about the nature of 
service use among VA patients with 
PTSD, especially among those who 
served in Iraq or Afghanistan. First, 
the study used administrative data on 
diagnosis, the validity of which has 
not been determined, and further 
data on severity of illness were not 
available. Second, we have no infor
mation on non-VA mental health 
service use by these veterans, which 
may have resulted in an underestima
tion of service utilization, especially 
among veterans who did not receive 
service-connected disability benefits.  
However, there is evidence from the
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Vietnam generation that veterans 
with PTSD are far more likely to use 
VA services than non-VA services and 
that the delivery of services for PTSD 
in populations supported by private 
insurance is far more uncommon 
than is the delivery of such services in 
the VA (25).  

Conclusions 
Although there are growing concerns 
that OIF-OEF veterans are dropping 
out of PTSD treatment prematurely 
and receiving fewer mental health 
visits than veterans of other eras, this 
observation appears to be primarily a 
function of age and comorbid condi
tions and not the particular era in 
which they served. Our data highlight 
the need for additional efforts to en
sure that these veterans receive the 
services they need and that the serv
ices are readily available from the VA 
health care system. VA expenditures 
on mental health care have increased 
by hundreds of millions of dollars in 
recent years, in part, to increase the 
availability of services for these veter
ans (21). Policy makers and clinicians 
should be aware of the higher risk of 
treatment dropout associated with 
younger age. Interventions should be 
developed to target specific barriers 
to care that interfere with veterans' 
willingness to attend specialized men
tal health services.  
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