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Abstract

Background: Psychotherapy is the gold standard treatment for posttraumatic stress disorder 

(PTSD), yet psychotherapy utilization and retention among veterans is low. Little is known about 

the barriers to care and factors associated with women veterans’ PTSD psychotherapy utilization 

and retention.

Objectives: Using a nationally-representative sample of 986 women Veterans Health 

Administration (VHA) Primary Care users with PTSD and a perceived need for mental health 

care, we examined (1) the proportion of women who utilized psychotherapy; (2) retention in 

psychotherapy among women who used any psychotherapy; and (3) individual factors related to 

psychotherapy utilization and retention.

Methods: Women completed a survey on their mental health care experiences. Outpatient mental 

health care utilization in the year prior to survey was obtained from VHA administrative data.

Results: Most women (79.1%) utilized psychotherapy, and 41.7% of those women had a 

minimal therapeutic dose of psychotherapy (≥ 8 visits). Mental health diagnostic comorbidity 

and being African American/Black or identifying as neither African American/Black nor White 

were significantly associated with higher psychotherapy utilization. Mental health diagnostic 

comorbidity, exposure to military sexual trauma, and receiving treatment aligned with gender-

related and group-related preferences were associated with higher psychotherapy retention. Being 

a parent was associated with lower retention.

Conclusion: Although a significant proportion of women veterans with PTSD are utilizing 

psychotherapy, retention is enhanced when women are able to obtain treatment aligned with their 

preferences. Thus, efforts to promote patient-centered, shared decisions regarding mental health 

treatment options could increase the efficacy and efficiency of treatment for PTSD among women.
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Posttraumatic stress disorder (PTSD) is a prevalent and debilitating condition that can 

significantly lower quality of life (Gates et al., 2012; Schnurr, Lunney, Bovin, & Marx, 

2009). An estimated 14–23% of Veteran’s Health Administration (VHA) users suffer from 

PTSD (Fulton et al., 2015; Gates et al., 2012). In 2017, the Department of Veterans Affairs 

(VA)/Department of Defense (DoD) clinical practice guidelines revised recommendations 

for PTSD treatment, with trauma-focused psychotherapy alone as the gold standard 

treatment. Psychotherapy is more efficacious in reducing PTSD symptoms and a more cost-

effective treatment option compared to pharmacotherapy (Le, Doctor, Zoellner, & Feeny, 

2014; Pull & Pull, 2014).

Despite recommendations for veterans with PTSD to utilize psychotherapy, many do not, 

even when provided a referral (DeViva, 2014; Kehle-Forbes, Meis, Spoont, & Polusny, 

2016). Among those that do, the rate of retention in psychotherapy for PTSD, long enough 

to achieve clinical benefit, is low (Doran, Pietrzak, Hoff, & Harpaz-Rotem, 2017; Rosen et 

al., 2011; Valenstein-Mah et al., 2019). There is evidence that over one third of veterans 

drop out prematurely from PTSD psychotherapy treatment (Kehle-Forbes et al., 2016; 

Goetter et al., 2015). Extant literature has pointed to several factors that may predict PTSD 

psychotherapy utilization and retention among veterans, including age, sex, employment, 

marital status, race/ethnicity, military service era, and diagnostic comorbidity (DeViva et al., 

2015; Doran et al., 2017; Nobles et al., 2017; Valenstein-Mah et al., 2019). These factors, 

however, explain only a portion of the difference between veterans who use psychotherapy 

and stay in treatment and others who do not. Many questions remain unanswered, such 

as what additional factors predict psychotherapy utilization and retention and how these 

factors differ across specific veteran populations, including women. To better promote 

psychotherapy use in VA and identify potential areas of intervention, it is necessary to 

have a more comprehensive understanding of the barriers to care and factors associated with 

PTSD psychotherapy utilization and retention.

Existing information regarding psychotherapy utilization and retention among veterans 

with PTSD is limited. Most studies focus on newly-diagnosed veterans and psychotherapy 

use shortly after diagnosis (Doran et al., 2017; Spoont, Murdoch, Hodges, & Nugent, 

2010), but we know little about psychotherapy use for non-newly diagnosed veterans. 

Repeated attempts at psychotherapy engagement are common among veterans seeking 

PTSD treatment (Buchholz et al., 2017; Oliva, Bowe, Harris, & Trafton, 2013), signifying 

that non-newly diagnosed veterans might reengage in treatment long after PTSD diagnosis.

Additionally, many studies fail to consider whether individuals even want care and the 

type of care they prefer (e.g., Doran et al., 2017; Spoont et al., 2010). Not all individuals 

who meet criteria for PTSD may perceive a need for mental health care, especially in 

the context of competing treatment needs associated with comorbid conditions (Durai 

et al., 2011). Among those individuals who perceive a need for treatment, some may 

prefer pharmacotherapy over psychotherapy (Simiola, Neilson, Thompson, & Cook, 2015). 

Low utilization of psychotherapy among individuals with a satisfactory response to 

pharmacotherapy may be a function of patient preferences rather than limited psychotherapy 

reach. Thus, studies accounting for non-newly diagnosed veterans, veterans with a perceived 
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need for mental health services, and pharmacotherapy use will provide more complete 

estimates of PTSD psychotherapy utilization and retention by capturing those who want 

psychotherapy and may reengage with care at time points after diagnosis.

The current literature provides an even more limited depiction of the psychotherapy 

utilization and retention among women veterans with PTSD as most studies focus on largely 

male samples and any effects particular to women are obscured (e.g., DeViva et al., 2015; 

Doran et al., 2017). Women are an underrepresented minority in VA (Frayne et al., 2018) 

and have the potential to be under-served as a result of discomfort in predominantly male 

VA mental health care settings (Kehle-Forbes et al., 2017; Kimerling et al., 2015b). As such, 

treatment preferences may be an important factor in women veterans’ PTSD psychotherapy 

utilization and retention, where women who receive care in accordance with strongly held 

preferences are more likely to stay in care compared to those who do not receive preference 

concordant care. Indeed, gender-related treatment preferences have been documented among 

women veterans. Preferences for gender-specialized services, such as women’s clinics, 

female providers, or gender tailored treatments, are especially strong with respect to PTSD-

related services, as compared to care for other conditions, with the majority of women rating 

these preferences as highly important (Kimerling et al., 2015a). When these preferences are 

met, women are significantly more likely to report that their mental health services met 

their needs, while women who do not receive gender-specialized services as often as they 

desired reported greater unmet needs for care (Kimerling et al., 2015b). If gender-related 

preferences and other treatment preferences, such as a preference for group treatment, play 

a role in psychotherapy retention, then efforts to promote patient-centered, shared decisions 

regarding mental health treatment options could result in greater proportions of women 

retained in care, thereby enhancing the efficacy and efficiency of treatment for PTSD.

Other factors distinct to women may be associated with utilization and retention of 

psychotherapy for PTSD and in turn help inform strategies for promoting treatment. For 

example, compared to veteran men, women veterans are more likely to identify as a racial/

ethnic minority (Frayne et al., 2018). In FY 2015, approximately half of women using VHA 

between 18–45 years old identified as a racial/ethnic minority (Frayne et al., 2018). Studies 

indicate that certain racial groups have disparate rates of VHA mental health utilization 

(Koo, Madden, & Maguen, 2015). This suggests that race may play a larger role in women 

veterans’ PTSD psychotherapy utilization and retention compared to men. If so, greater 

efforts may be necessary in tailoring mental health services to accommodate diverse women 

and help them stay in treatment.

Women veterans, compared to men, also have unique parenting and trauma experiences. 

Women in the military are more likely to be single parents than are men in the military 

(Clever & Segal, 2013). Thus, parenting may be a more significant barrier for women in 

attending PTSD treatment given childcare and household responsibilities. Similarly, women 

in the military report a greater number of adverse childhood experiences than their male 

counterparts (Katon et al., 2015). Gaska and Kimerling (2018) identified five distinct 

patterns of childhood and military adversity among women in VHA primary care. They 

found that women who experienced adversity during both childhood and military service or 

only during military service had increased likelihood of having PTSD compared to women 
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with low probabilities of experiencing adversity during childhood and military service or 

with adverse experiences during childhood only. Those same women along with women 

who had adverse experiences during childhood only were more likely to have comorbid 

mental health conditions than the low adversity women. This may suggest that women with 

particular trauma experiences utilize PTSD psychotherapy treatment at different rates given 

potential differences in need to address mental health concerns.

The current population-based study provides a unique opportunity to examine 

the aforementioned factors that are distinct to women and may influence their 

PTSD psychotherapy retention and utilization. Most population-based studies rely on 

administrative data and are unable to examine such information. Using a sample of women 

veterans diagnosed with PTSD who reported a perceived need for mental health care in 

the past year, we examined (1) the proportions of women who utilized psychotherapy, 

pharmacotherapy, or both; (2) retention in psychotherapy among women who used any 

psychotherapy services; and (3) individual factors (i.e., gender-related and group-related 

treatment preferences, demographic variables, and veteran characteristics such as parenting 

status and trauma exposure) related to psychotherapy utilization and retention.

Method

Study Design

This study utilized data from the Women’s Overall Mental Health Assessment of Needs 

(WOMAN) Survey, a cross-sectional telephone survey of a population-based stratified 

random sample of 6,287 women veterans (84.3% participation rate) who used VHA primary 

care. The WOMAN Survey consists of 145 items designed to determine the need for 

and access to VHA mental health care services. Sampling was stratified based on age 

and race/ethnicity and included an over-sample of nonwhite women and women aged 

18–44. Data were collected between June 12, 2012 and September 30, 2012 and then 

linked to administrative data for VHA utilization in the year prior to the survey using the 

VHA National Patient Care Database (NPCD) outpatient encounter files (VA Information 

Resource Center, 2011). All study procedures were approved by the Stanford University 

Institutional Review Board.

Participants

Inclusion criteria for this study were: (1) an ICD-9 diagnosis of PTSD (309.81) present for 

at least one outpatient encounter in the year prior to the survey (Abrams, Vaughan-Sarrazin, 

Keane, & Richardson, 2015) and (2) self-reported perceived need for mental health care in 

the past year. Perceived need for mental health care was defined according to prior research 

(Kimerling, & Baumrind, 2005), with an item that asked, in the past year, “Did you ever 

want (or need) help with personal, family, or emotional problems from a doctor or mental 

health professional, such as a psychologist, psychiatrist, counselor, or therapist?”

Of the 6,287 women who participated in the survey, 17.1% (N = 1,073) had a current PTSD 

diagnosis. Of these 1,073 women, 91.9% (n = 986) reported a perceived need for mental 
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health care within the last year. Thus, the final sample was comprised of 986 women VHA 

primary care users with PTSD and a perceived need for mental health care.

Measures

Demographics.—Demographic characteristics including age, race, parent/guardian status, 

and Operation Enduring Freedom/Operation Iraqi Freedom (OEF/OIF) service were 

assessed using the survey. A variable from the Planning Systems Support Group Enrollee 

File (Phibbs, Cowgill, & Fan, 2013), a file of geographic information on VHA patients, was 

matched to the survey to classify a veteran’s geographic residence as urban, rural, or highly 

rural. Regarding race, women were asked to select from White, African American/Black, 

Asian, Native Hawaiian or other Pacific Islander, American Indian or Alaska Native, and 

other. Only a small number of women identified as Asian, Native Hawaiian or other Pacific 

Islander, American Indian or Alaska Native, or other, so we recoded these into an “other” 

category.

Utilization of mental health services.—Mental health visits, using criteria consistent 

with VHA Mental Health Operations performance monitoring criteria (Trafton et al., 2013) 

and VHA guidelines for mental health workload capture, were obtained for the year prior to 

the survey from NPCD outpatient treatment files (VA Information Resource Center, 2011). 

Psychotherapy visits were identified from outpatient mental health encounters using Current 

Procedural Terminology codes and further divided as group versus individual psychotherapy 

for additional analyses. We examined psychotherapy utilization (i.e., having at least one 

psychotherapy visit) and psychotherapy retention (i.e., total number of psychotherapy 

visits); to better describe the amount of psychotherapy utilization, we calculated the 

proportions of women with numbers of visits indicating minimal psychotherapy engagement 

(3 or more psychotherapy visits) (Doran et al., 2017) and a minimally adequate therapeutic 

dose (8 or more visits, as has been established in prior research) (Cook et al., 2014; DeViva 

et al., 2015).

Past-year use of pharmacotherapy for PTSD was abstracted from the Pharmacy Benefits 

Management (PBM) database (VA Information Resource Center, 2008) and determined 

based on medication fills consistent with PTSD treatment, including amitriptyline, 

citalopram, desipramine, imipramine, mirtazapine, nefazodone, nortriptyline, paroxetine, 

phenezine, prazosin, sertraline, desvenlafaxine, venlafaxine, fluoxetine, fluvoxamine, 

duloxetine, escitalopram, and trazodone. Use of non-VHA outpatient mental health care 

services was based on survey self-report of outpatient mental health treatment.

Medical and psychiatric diagnoses.—Chronic physical health conditions were 

quantified by grouping ICD-9 diagnoses into non-overlapping categories, using a 

comorbidity measure designed for use with large administrative datasets (Centers for 

Medicare & Medicaid Services, 2015). A dichotomous variable was created to reflect 

whether the patient had either zero or one or more comorbid chronic physical health 

conditions.

Mental health conditions were categorized from ICD-9 codes according to the Agency 

for Healthcare Research and Quality Clinical Classifications Software framework (Agency 
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for Health Care Research and Quality, 2012). Each patient was coded for the presence or 

absence of comorbid adjustment disorder, anxiety disorders, depressive disorders, bipolar 

disorder, psychotic spectrum disorders, and substance use disorders. Women were classified 

as having zero, one, or two or more mental health comorbidities based on the number of 

diagnoses present from the list above.

Trauma exposure variables.—Types of traumatic experiences were assessed in the 

survey. Childhood physical or sexual abuse (age of <18) was assessed using the physical 

abuse item from the Adverse Childhood Experiences scale (Felitti et al., 1998) and 

the sexual assault item from the Life Stressors Checklist (Wolfe, J. W., Kimerling, 

Brown, Chrestman, & Levin, 1996). Military sexual trauma was assessed using the sexual 

harassment subscale of the Deployment Risk and Resiliency Inventory (DRRI) (King, King, 

& Vogt, 2003). Combat exposure was endorsed when participants indicated that they had 

served in a peacekeeping operation or a combat or conflict zone and had witnessed death 

or wounding of others, discharged a weapon, or felt in danger of being hurt or killed 

(Department of Defense, 2008). Post-military interpersonal violence included sexual assault 

after military discharge as measured by the sexual assault item from the Life Stressors 

Checklist (Wolfe et al., 1996) and past-year intimate partner violence as measured by the 

HARK screen (Sohal, Eldridge, & Feder, 2007).

Treatment preferences.—Treatment preferences were assessed via survey. Gender-

related treatment preferences were assessed for VHA mental health services. Preferences 

included seeing a female mental health provider as often as wished, receiving care in a 

specialized women’s setting as often as wished, and participating in women-only group 

treatments as often as wished. These items were rated on a 5-point Likert scale ranging from 

“never” to “always” or “no preference” if the item was not applicable because the participant 

did not have strong preferences in that area. Items were dichotomized to indicate that 

preferences were met (‘always’ or ‘most of the time’) or not met, or not applicable. For the 

women-only groups item, the majority of women who responded ‘no preference’ specified 

that it was due to preferences for individual vs. group treatment, rather than gender-related 

preferences. We re-coded this item post-hoc to indicate preferences for group treatment, with 

all responses for women-only groups coded as ‘acceptable’ for group treatment.

Data Analysis

All analyses were conducted using STATA version 12 (StataCorp, 2011). Data were 

weighted in analysis for design characteristics of the survey and to adjust for survey 

nonresponse. Logistic regressions were used to model the odds of any psychotherapy 

utilization. Negative binomial regressions were used to model the number of psychotherapy 

visits in the year prior to the survey among women with at least one outpatient 

psychotherapy visit. Generalized estimating equations were used to adjust variance 

estimation and standard errors for clustering within facilities.
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Results

The majority of women in the sample (79.1%) utilized psychotherapy services, and a similar 

majority (73.8%) utilized pharmacotherapy. Only 3.4% of the sample received neither 

intervention, and 58.0% utilized both pharmacotherapy and psychotherapy. Among women 

who received any psychotherapy, 69.1% had ≥ 3 visits, and 41.7% had a minimal therapeutic 

dose of ≥ 8 visits (60.3% of minimally engaged women). Among women who received 

any psychotherapy, the median number of psychotherapy visits was 6 with an interquartile 

range (IQR) of 2–14. The median number of individual psychotherapy visits was 4 (IQR = 

1–9), and the median number of group psychotherapy visits was 0 (IQR = 0–3). Figure 1 

displays the number of individual and group psychotherapy visits among women who used 

any psychotherapy services.

Table 1 shows descriptive statistics as well as the associations of veteran characteristics 

with psychotherapy utilization and retention. African American/Black women, women 

who identified as neither African American/Black nor White women, and women with 

two or more mental health comorbidities had increased odds of using psychotherapy. 

Parenting women demonstrated lower psychotherapy retention. Women with one or more 

mental health comorbidities had higher psychotherapy retention. Table 2 demonstrates 

descriptive statistics as well as the association between trauma exposure characteristics and 

psychotherapy utilization and retention. Women with a history of MST demonstrated higher 

psychotherapy retention.

Table 3 shows descriptive statistics as well as the associations of treatment characteristics 

and preferences with utilization and retention. Our analytical models examining treatment 

preferences indicated that gender-related preferences and group-related preferences were 

significantly associated with psychotherapy retention. Specifically, women veterans who had 

any gender-related preference met (access to female providers OR access to women-only 

clinics) or both gender-related preferences met (access to female providers AND access 

to women-only clinics) had higher retention compared to women veterans who had none 

of their gender-related preferences met. The effect size for having both gender-related 

preferences met was significantly greater at p < .05 compared to the effect size for having 

any gender-related preference met. Additionally, women who had access to group treatment 

and found it an acceptable form of treatment demonstrated higher retention than women who 

did not prefer group treatment. Our analytical models examining treatment characteristics 

(i.e., non-VHA outpatient mental health care utilization; pharmacotherapy use for PTSD) 

had no significant effects.

Discussion

This study provides insight on the psychotherapy utilization and retention of women 

veterans with PTSD. The majority of women utilized psychotherapy and engaged with care 

beyond the initial 3 visits, when drop-out most frequently occurs (Olfson et al., 2009; Oliva 

et al., 2013). Substantial proportions of women who initiated psychotherapy (41%) received 

8 or more psychotherapy visits, which is considered the minimally adequate dose for clinical 

benefit (DeViva, 2015). This proportion is comparable to the findings of other studies 
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(Doran et al., 2017), suggesting that despite women’s greater likelihood of initiating and 

completing psychotherapy, more efforts are needed to assure that the majority of individuals 

who initiate psychotherapy for PTSD receive a clinically meaningful dose.

Most notably, our findings document the importance of care delivered according 

to patient needs and preferences. Women who received care consistent with their 

preferences demonstrated greater psychotherapy retention than women whose care was not 

consistent with their treatment preferences. Perceptions that both gender-related and group-

related preferences were met were each independently associated with better retention. 

Furthermore, results for gender-related preferences suggest that each gender-related 

preference met conferred significantly greater effects. Taken together, these results suggest 

that any degree to which we can identify preferences and tailor care may significantly 

increase retention in psychotherapy. Previous research with this sample found that women 

with access to their preferred gender-related services are two times more likely to report 

that these services met their mental health needs compared to women without access to 

their preferred gender-related services (Kimerling et al., 2015a). Taken together, the current 

study adds corroborating evidence regarding the importance of providing patient-centered, 

preference concordant mental health care to women.

While the availability of gender-specialized settings or individual psychotherapy may vary, 

especially in smaller facilities or community-based clinics, failure to address preferences 

may effectively restrict access to effective levels of treatment. Patient-provider dialogue 

regarding patient preferences in PTSD treatment can open the door for shared decisions 

around options such as telemental health, alternative waiting room arrangements, or other 

strategies to structure care that will enhance treatment retention. A greater emphasis on 

patient-centered care that aligns with treatment preferences may be an important part of 

efforts to promote utilization of evidence-based treatments throughout the system. Since 

collection of our data, a broad range of VHA policies for mental health care, including 

services for PTSD and MST, have highlighted the importance of patient-centered care 

including preferences regarding provider gender, same-gender groups, and other aspects of 

gender-sensitive care. Further efforts to promote patient centered care, such as decision aids 

(Watts et al., 2015) show promise.

Several other gender-related factors were also associated with psychotherapy use. Parenting 

women demonstrated lower psychotherapy retention as compared to other women. 

Logistical barriers related to attending psychotherapy as a parent (e.g., lack of time or 

childcare) may prevent parenting women from engaging in psychotherapy, especially given 

women veterans’ increased likelihood of being a single parent. Alternatively, women 

veterans who are parents may view psychotherapy or other mental health services as low 

on the list of many competing priorities for their time. Though non-VA mental health care 

use was not associated with VHA psychotherapy utilization, parenting women veterans 

may have better access to non-VHA mental health care either because they have access to 

health coverage through a partner or co-parent, or because it is more efficient to receive 

care in the same location that provides care for their family. A more sensitive measure of 

non-VA psychotherapy utilization may have detected such effects. This finding bears further 

investigation.
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Possibly owing to a greater need for care, women who experienced MST and women with 

multiple mental health comorbidities showed increased psychotherapy utilization. For all 

other trauma exposures, women veterans with PTSD received psychotherapy at similar rates. 

For example, women who experienced post-military interpersonal violence were as likely to 

receive and engage with care, as were the substantial proportion of women who experienced 

combat exposure.

Additionally, findings of this study shed light on the association between psychotherapy 

use and race. Consistent with prior research (Bosworth et al., 2000), we found that African 

American/Black women and women who identified as neither African American/Black nor 

White were more likely to utilize psychotherapy than White women, though, no significant 

differences emerged when examining psychotherapy retention. These findings suggest that, 

perhaps, African American/Black women and women who identify as neither African 

American/Black nor White are more likely to utilize psychotherapy due to a greater need for 

care compared to White women, as has been found in prior studies (Bosworth et al., 2000), 

but additional efforts may be necessary to keep these women in treatment.

Limitations and Future Directions

Several limitations should be considered in the interpretation of these results. First, although 

study findings cannot be generalized to women outside VHA, they do highlight important 

information about psychotherapy among women VHA users that past studies have not 

reported because women make up only a small proportion of study samples. Second, 

because psychotherapy utilization was calculated only for the year prior to the survey, this 

study may not have fully captured psychotherapy utilization intensity by not accounting 

for psychotherapy utilization that could have occurred prior to the observation period. 

Methodological work to define and describe episodes of PTSD care could help inform 

designs for studies of intensity and quality of care. Our study capitalized on the ability 

to incorporate survey data from a large representative sample, and because surveys were 

administered subsequent to utilization, we were able to obtain women’s subjective appraisals 

of their care experiences.

We also note the heterogeneity in definitions and justification for what constitutes a 

‘minimally adequate dose’ of psychotherapy in studies of VHA psychotherapy utilization. 

Most investigations have used eight or nine visits as a cutoff with time frames for visits 

ranging from 15 weeks (DeViva, 2015) up to 12 months (Maguen et al., 2014). Although 

the definition used in this study is consistent with several past studies, other research 

suggests that the therapeutic dose of psychotherapy also depends on session frequency 

(Reese, Toland, & Hopkins, 2011) and individual patient characteristics (Owen et al., 2015). 

However, another study which accounted for session frequency as well as number of visits 

found similar rates of women veterans with PTSD receiving minimally adequate doses 

of treatment (41% in this study versus 48.3% in that study) (Hebenstreit et al., 2015). 

This suggests that accounting for session frequency may lead to only slight differences in 

psychotherapy use.

Finally, we highlight that the present study focused on psychotherapy utilization, 

but these psychotherapy visits may not have represented one of the evidenced-based 
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treatments (EBTs) recommended for PTSD. To date, there is ongoing progress both in 

enhancing methods to reliably ascertain evidence-based trauma-focused psychotherapy from 

administrative data (Maguen et al., 2019), as well as efforts to identify a broader range of 

psychotherapies that may effectively treat PTSD (Belsher et al., 2019; Gutner et al., 2016). 

Assuring access to an effective dose of psychotherapy remains essential as this research 

evolves.

Implications for Practice and/or Policy

Women veterans with PTSD have treatment needs and preferences that may influence their 

ability to access or obtain clinically beneficial doses of psychotherapy. It is evident that the 

majority of women veterans with PTSD are receiving some psychotherapy, but many of the 

factors that influence retention can guide efforts to increase the proportions that receive a 

clinically meaningful dose. When women are able to obtain treatment aligned with their 

preferences, retention in mental health treatment is enhanced. These data should inform not 

only initiatives aimed at enhancing services for women veterans, but also implementation of 

VHA policies that emphasize respect for patient preferences, shared-decision making, and 

patient-centered care for all PTSD populations.
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Figure 1. 
Number of individual and group psychotherapy visits among women veterans with 

psychotherapy utilization (n = 729).
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Table 1

Demographic and Clinical Characteristics Associated with VHA Psychotherapy Utilization and Retention 

among Women Veterans Diagnosed with PTSD

Any Utilization (N=986) Retention (n=729)

Variable n % AOR [95% CI] IRR [95% CI]

Age, years

 65+ (ref) 61 6.2%

 45–64 510 51.7% 1.03 [0.47, 2.29] 1.41 [0.88, 2.26]

 18–44 415 42.1% 2.02 [0.82, 4.95] 1.21 [0.79, 1.87]

Race

 White (ref) 642 65.9%

 African American/Black 211 21.7% 1.67* [1.13, 2.46] 0.79 [0.61, 1.02]

 Other 121 12.4% 1.96* [1.09, 3.54] 0.80 [0.60, 1.07]

Parent/guardian

 No (ref) 677 68.7%

 Yes 309 31.3% 0.79 [0.55, 1.15] 0.77* [0.60, .98]

Geographic residence

 Urban (ref) 597 60.6%

 Rural/highly rural 388 39.4% 0.99 [0.72, 1.38] 0.92 [0.86, 1.36]

OEF/OIF

 No (ref) 709 71.9%

 Yes 277 28.1% 0.88 [0.59, 1.32] 0.79 [0.74, 1.16]

Comorbid psychiatric diagnosis

 None (ref) 126 12.8%

 1 condition 418 42.1% 1.43 [0.79, 2.58] 1.47* [1.01, 2.12]

 2+ conditions 442 45.1% 2.51** [1.49, 4.23] 2.35** [1.57, 3.52]

Comorbid chronic medical conditions

 None (ref) 441 44.7%

 1+ conditions 545 55.3% 1.10 [0.74, 1.65] 1.11 [0.88, 1.41]

Note. OEF/OIF = Operation Enduring Freedom/Operation Iraqi Freedom; ref = reference group; AOR = adjusted odds ratio; IIR = incidence rate 
ratio; CI = confidence interval; odds ratios and incidence rate ratios adjusted for all other demographic and clinical characteristics; missing values 
possible on each variable.

*
p < .05

**
p < .01.
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Table 2

Trauma Exposure Characteristics Associated with VHA Psychotherapy Utilization and Retention among 

Women Veterans Diagnosed with PTSD

Any Utilization N=986 Retention n=729

Variable n % AOR [95% CI] IRR [95% CI]

Trauma Exposure

 Child physical/sexual abuse 691 73.3% 1.17 [0.80, 1.70] 0.91 [0.71, 1.17]

 Military sexual trauma 776 80.4% 1.08 [0.71, 1.63] 1.36* [1.03, 1.82]

 Combat exposure 399 40.5% 0.97 [0.71, 1.31] 0.99 [0.79, 1.25]

 Post-military interpersonal violence 428 46.5% 1.32 [0.91, 1.91] 0.93 [0.72, 1.20]

Note. AOR = adjusted odds ratio; IIR = incidence rate ratio; CI = confidence interval. Odds ratios and incidence rate ratios adjusted for race, 
parenting status, and comorbid psychiatric diagnoses, and all other trauma exposure categories; missing values possible on each variable.

*
p < .05

**
p < .01.
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Table 3

Treatment Characteristics and Treatment Preferences and their Associations with VHA Psychotherapy 

Utilization and Retention among Women Veterans Diagnosed with PTSD

Any Utilization N=986 Retention n=729

Variable n % AOR [95% CI] IRR [95% CI]

Outpatient MH care outside 
VHA

 No (ref) 853 86.5%

 Yes 133 13.5% 1.42 [0.90, 2.26] 0.95 [0.75, 1.20]

Pharmacotherapy for PTSD

 No (ref) 260 26.4%

 Yes 726 73.6% 0.95 [0.57, 1.60] 1.06 [0.74, 1.52]

Gender-related preferences*

 None met (ref) 247 33.1%

 Any preference met 396 42.0% 1.03 [0.61, 1.72] 1.69** [1.36, 2.12]

 Both provider and setting preferences met 240 25.4% 0.80 [0.49, 1.31] 2.18** [1.66, 2.86]

Group-related preferences

 Do not prefer groups (ref) 211 29.0%

 Groups acceptable 516 71.0% 1.06 [0.74, 1.53] 2.22** [1.85, 2.67]

Note. *Excludes 44 women with neither preference; PTSD = Posttraumatic Stress Disorder; MH = mental health; VHA = Veterans Health 
Administration; ref = reference group; AOR = adjusted odds ratio; IIR = incidence rate ratio; CI = confidence interval; Odds ratios and rate 
ratios are adjusted for race, parenting status, comorbid psychiatric diagnoses, and military sexual trauma; odds ratios and incidence rate ratios for 
non-VA MH care and pharmacotherapy are each adjusted for the other; odds ratios and incidence rate ratios for gender-related preferences and 
group-related preferences are also each adjusted for the other; missing values possible on each variable.

*
p < .05

**
p < .01
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