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BACKGROUND: Compared to those with depression
alone, depressed patients with posttraumatic stress
disorder (PTSD) experience more severe psychiatric
symptomatology and factors that complicate treatment.

OBJECTIVE: To estimate PTSD prevalence among
depressed military veteran primary care patients and
compare demographic/illness characteristics of PTSD
screen-positive depressed patients (MDD-PTSD+) to
those with depression alone (MDD).

DESIGN: Cross-sectional comparison of MDD patients
versus MDD-PTSD+ patients.

PARTICIPANTS: Six hundred seventy-seven randomly
sampled depressed patients with at least 1 primary care
visit in the previous 12 months. Participants composed
the baseline sample of a group randomized trial of
collaborative care for depression in 10 VA primary care
practices in 5 states.

MEASUREMENTS: The Patient Health Questionnaire-9
assessed MDD. Probable PTSD was defined as a
Primary Care PTSD Screen≥3. Regression-based tech-
niques compared MDD and MDD-PTSD+ patients on
demographic/illness characteristics.

RESULTS: Thirty-six percent of depressed patients
screened positive for PTSD. Adjusting for sociodemo-
graphic differences and physical illness comorbidity,
MDD-PTSD+ patients reported more severe depression
(P<.001), lower social support (P<.001), more frequent
outpatient health care visits (P<.001), and were more
likely to report suicidal ideation (P<.001) than MDD

patients. No differences were observed in alcohol con-
sumption, self-reported general health, and physical
illness comorbidity.

CONCLUSIONS: PTSD is more common among de-
pressed primary care patients than previously thought.
Comorbid PTSD among depressed patients is associat-
ed with increased illness burden, poorer prognosis, and
delayed response to depression treatment. Providers
should consider recommending psychotherapeutic
interventions for depressed patients with PTSD.
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INTRODUCTION

Depressed patients present in general medical settings more
frequently than in specialty mental health settings.1,2 Despite
estimates suggesting that nearly 20% of primary care patients
experience major depressive disorder (MDD) symptomatol-
ogy,3,4 depression is detected in only 50% of cases.1,5 Further-
more, primary care–based depression treatment is often
inadequate.2 The increasing proportion of patients treated in
primary as opposed to specialtymental health care settings6 will
increase demand among general medicine providers for inter-
ventions that support appropriate depression management.

To improve depression detection and care, multiple health
care associations have authored depression clinical practice
guidelines.7–9 Guideline-concordant treatment improves MDD
detection and leads to improved process and outcomes
including increased antidepressant treatment adherence and
decreased symptomatology.10–12 Despite documented benefit,
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full MDD guideline implementation remains the exception to
the norm,13 with impediments including health care system
inertia and physicians’ depression-relevant attitudes and
knowledge.13,14

Like MDD, posttraumatic stress disorder (PTSD) is common.
Prevalence estimates among medical patients range from 7% to
36%.15–19 Although PTSD confers significant psychiatric dis-
turbance, functional impairment, and morbidity as a singular
diagnosis,18,20,21 depression and PTSD commonly co-occur.
Research suggests, for example, that significant depressive
symptomatology affects between 30% and 50% of persons
diagnosed with PTSD.22–26

The Veterans Health Administration (VA) recently mandated
nationwide primary care screening for depression and imple-
mented a performance measure to gauge care quality vis-à-vis
depression clinical practice guideline concordance.27 Aside
from directing the practitioner to assess for comorbid psychiat-
ric conditions, VA and other depression guidelines approach
MDD and PTSD as separate entities with distinct pathogenesis
and treatment indications. Given the frequency of MDD-PTSD
co-occurrence, however, it is shortsighted to treat MDDwithout
consideration of the possibility that PTSDmight also be present.
Indeed, the persistent course of PTSD and the fact that some
PTSD symptoms appear to be treatment-resistant28 have the
potential to increase complexity among depressed patients. At a
minimum, it is important for general medicine providers to be
aware of depressed primary care patients with PTSD.

We estimated the prevalence of probable PTSD among a
sample of depressed VA primary care patients. Additionally, we
compared demographic and illness-related characteristics of
patients with depression alone (MDD) to those of depressed
patients with positive PTSD screens (MDD-PTSD+). To our
knowledge, this study is among the first to examine MDD-
PTSD+ comorbidity in a sample recruited to resemble those
who would be identified in clinical practices that employ
routine depression screening. Indeed, to increase our findings’
clinical utility, we identified depressed participants using the
Patient Health Questionnaire-9 (PHQ-9: 29), a self-report
measure assessing frequency of depressive symptomatology
that is recommended as the best available primary care–based
depression screening tool.30 Relative to MDD-alone patients,
we hypothesized that MDD-PTSD+ patients would evince
worse depressive symptomatology, more frequent suicidal
ideation, worse physical health, higher alcohol consumption,
lower social support, increased mental and physical health
care utilization, and lower care satisfaction.

METHODS

We present cross-sectional baseline analyses of participants
from a site-randomized evaluation of a quality improvement
depression intervention.

Setting

The parent study included participants from 10 VA primary
care clinics located in rural/semi-rural settings or small cities
in 5 states; 3 clinics were randomized to provide usual
depression care, and 7 implemented a collaborative care
intervention. Clinics served between 1,512 to and 11,506

patients annually. The present study examined participants
from intervention and control clinics collectively.

Participants and Recruitment

A contracted firm conducted computer-assisted telephone
interviewing (CATI) to determine eligibility and collect baseline
data. Parent study eligibility required participants to have an
upcoming appointment and to have attended a study clinic
within the previous 12 months. Administrative databases
identified potential eligible participants who were sent letters
describing the study and providing refusal opportunities.
Approximately 2 weeks later, data collection personnel began
CATI. New contacts continued until each clinic met parent
study enrollment targets, which were determined by power
analyses. Study protocols were approved by participating
clinics’ Institutional Review Boards (IRBs) and the project’s
administrative sites.

Major depressive symptomatology (PHQ-9≥10)29 was re-
quired for enrollment. Exclusion criteria included acute sui-
cidality and problems that precluded CATI participation.
Because we were interested in the potential for PTSD to
complicate provision of clinical practice guideline treatment
for unipolar depression, we also excluded patients with
probable bipolar disorder. Results of screening and enrollment
are described below.

Measures

The 50-minute baseline interview included the following
measures employed in the present analyses:

Demographic characteristics. Demographics included participant
gender, age, ethnicity (White vs. non-White), relationship status
(married/living as married vs. single), education (high school or
less vs. some college or more), and current employment (employed
full or part-time, unemployed, on disability, retired, or other).

Depressive symptomatology. The PHQ-9 assessed depressive
symptom severity. Using a 4-point scale (“0 = not at all” to “3 =
every day/nearly every day”), participants indicated a 2-week
frequency of DSM-IV31 major depressive episode symptoms.
Higher scores indicated worse symptomatology.

Suicidal ideation. We dichotomized the PHQ-9 suicide/self-
harm item to indicate presence/absence of suicidal ideation,
with “0 = Not at all” coded as negative suicidal ideation and
“1 = Several days” or greater coded as positive.

PTSD. The Primary Care PTSD Screen (PC-PTSD)32 assessed
presence of probable PTSD. Participants received a single point
for the previous month’s presence of each of 4 PTSD symptoms
(i.e., reexperiencing, avoidance, hypervigilance, and emotional
numbing related to past trauma). Summing the points
generated scores ranging from 0 to 4. Previous work32

suggested that scores of 3 and greater identify PTSD with
reasonable sensitivity (0.78) and specificity (0.89). Scores of 3
and 4 represented positive PTSD screens.
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Anxiety and panic. Two questions assessed general anxiety
and panic attacks over the past 6 months. Participants
indicated whether they had felt “anxious much of the time
(yes/no)” and/or experienced “a panic attack when [they]
suddenly felt intense fear and discomfort (yes/no).” An
additional question assessed whether a panic attack had
occurred during the past month.

Probable bipolar disorder. Positive responses to both of the
following questions identified patients with probable bipolar
disorder: “Did a doctor ever say you had a manic-depressive or
bipolar illness?” and “Have you ever taken the medications
Lithium, Depakote, or Tegretol for a depressive illness?”

Alcohol consumption. The Alcohol Use Disorders Identification
Test consumption questions (AUDIT-C)33 evaluated alcohol
consumption. Participants who denied past-year consumption
received a score of “0.” For those with more recent use, summed
AUDIT-C responses resulted in an index where higher scores
reflected higher consumption. The AUDIT-C predicts poor
alcohol-related outcomes; scores greater than 8 demonstrate
an association with mortality.34

General health. The following Health Status Questionnaire35

item provided an indicator of general health: “In general would
you say your health is...” Response options ranged from “1 =
excellent” to “5 = poor.”

Medical comorbidity. The Seattle Index of Comorbidity (SIC)36

assessed medical comorbidity. The SIC includes presence/
absence of 7 chronic illness conditions, cigarette smoking
status, and participant age. The SIC summary score predicts
hospitalization and mortality.36

Social support. Eight items from the Medical Outcomes Study
Social Support Scale37 assessed emotional and tangible social
support. Higher mean scores reflected higher social support.

Self-reportedcareutilization. Participants reported the frequency
of medical care received in the previous 6 months. Frequencies
of outpatient, inpatient, and emergency department care were
assessed separately. Participants reported frequency of care for
physical and emotional problems in each treatment venue
separately.

Care satisfaction. Two questions adapted from the Partners in
Care study38 assessed participants’ satisfaction with available
health care services over the previous 6 months. We assessed
care satisfaction for physical health and emotional problems
separately on a scale ranging from “1 = very satisfied” to “6 =
very dissatisfied.”

Analysis

Survey datawere adjusted for populationweights (ageand gender)
derived to reflect the sampling frame andprobability of participant
enrollment (procedures available upon request). Bivariate and
multivariate analyses examined differences between MDD and

MDD-PTSD+ patients. In bivariate analyses, t tests detected
differences between groups on continuous measures, and chi-
square statistics tested proportional differences on categorical
measures. Multivariate regression analyses tested a priori hy-
potheses that PTSD would evidence relationships with several
clinically relevant variables with potential to complicate primary
care–based depression treatment. Separate models were fit for
each variable; PC-PTSD screen status (dummy-coded: 0 =
negative, 1 = positive) and demographic covariates were entered
simultaneously in each model.

RESULTS

Participants

Figure 1 presents our screening and sampling strategy. The
entire sampling frame included 28,474 patients. We screened
10,929 patients (38% of total) for depression; 9,615 screened
negative or refused the full screen, and 30 were acutely
suicidal. Finally, 523 of the 1,313 eligible depressed patients
refused enrollment. Eighty-four patients met the present
study’s bipolar disorder exclusion criterion. The final sample
included 677 depressed patients.

Table 1 presents demographic, psychosocial, and illness-
related characteristics for the entire sample and separately for
MDD and MDD-PTSD+ patients. Overall PHQ-9 scores indi-
cated moderately severe depression.29

Figure 1. Participant enrollment.
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Bivariate Analyses

As indicated in Table 1, 36% of patients screened positive on
the PC-PTSD, suggesting a high likelihood of MDD-PTSD
comorbidity. Relative to MDD patients, MDD-PTSD+ patients
were younger (P<.001), more likely to be non-White (P<.001),
and were better educated (P=.002). In addition, more MDD-
PTSD+ patients reported being disabled (52% v. 27%, P<.001).

Whereas self-reported general health did not differ, the SIC
indicated more severe physical illness comorbidity among the
older, MDD patients (P<.001). Moreover, patient groups
reported similar physical and emotional care satisfaction

(P=.13 and P=.15, respectively) and alcohol consumption
(AUDIT-C) (P=.18). MDD-PTSD+ patients reported lower social
support than MDD patients (P<.001).

Considering psychiatric symptomatology, nearly 60% of
participants reported feeling anxious, and 20% reported a
panic attack in the previous month. When compared to MDD
patients, significantly greater proportions of MDD-PTSD+
patients sanctioned the anxiety item (50% vs. 83%, P<.001)
and past month panic (10% vs. 45%, P<.001). As hypothe-
sized, MDD-PTSD+ patients evinced significantly worse de-
pression (P<.001) and a greater percentage of these patients
reported suicidal ideation (43% vs. 23%, P<.001).

We examined self-reported health care utilization intensity
in the 6 months preceding baseline in 2 ways; we compared
the proportions of patients who reported any health care visits,
and we examined their number of visits (Table 2). Compared to
MDD patients, MDD-PTSD+ patients were more likely to report
any outpatient care (78% vs. 67%, P=.006), and they reported
more visits (6.8 vs. 3.6, P<.001). A similar pattern of difference
in outpatient visits was observed for emotional and physical
problems, as higher proportions of MDD-PTSD+ patients
reported any visit for problems in both areas (emotional: 15%
vs. 48%, P<.001; physical: 65% vs. 74%, P=.02). Whereas
MDD-PTSD+ patients reported more visits for emotional
problems (2.5 vs. 0.4, P<.001), numbers of physical problem
visits did not differ significantly.

Table 1. Bivariate Comparisons: Demographic Characteristics,
Health Care Satisfaction, and Illness Characteristics for PTSD Screen

Negative and Screen Positive Participants*

Characteristic Overall
(n=677)

PTSD screen
negative
(n=433)

PTSD
screen
positive
(n=244)

p†

Mean Age (SD) 65 (13) 68 (15) 59 (22) <.001
Gender (% Male) 96.1 96.8 94.7 .14
Ethnicity (% White) 87.6 90.5 81.1 <.001
Education
(% < High School)

53.9 58.0 44.8 .002

Relationship status
(% Married/living
as married)

63.4 65.0 59.9 .21

Employment (%) <.001
Full-time or part-
time

13.8 13.0 15.8

Unemployed 09.4 07.9 12.8
On disability 34.7 27.1 51.7
Retired 42.0 52.1 19.7

Satisfied/very satisfied with care (%)
Physical 73.2 74.9 69.3 .13
Emotional 64.8 66.7 60.7 .15

Self-reported
general health
(%)

.90

Excellent or very
good

05.0 04.9 05.3

Good 14.4 15.1 12.8
Fair 34.0 33.6 34.9
Poor 46.6 46.4 47.0

Mean physical
comorbidity: SIC
(SD)

07.9 (3.5) 08.4 (4.1) 06.8 (6.4) <.001

Alcohol use:
AUDIT-C (%)

.18

0 55.8 57.5 50.0
1–3 23.1 21.9 27.6
4–7 13.7 14.4 14.4
8–12 07.4 06.2 08.4

Mean social
support‡ (sd)

3.7 (1.2) 3.9 (1.1) 03.5 (1.2) <.001

General anxiety
(% yes)

59.7 49.5 82.5 <.001

Panic attack—1
month (% yes)

20.6 09.7 45.1 <.001

Mean depressive
severity: PHQ-9
(SD)

15.5 (4.4) 14.7 (7.6) 17.4 (5.0) <.001

Suicidal ideation
(% yes)

28.7 22.3 43.3 <.001

*Data are adjusted for population weights and probability of enrollment.
†Significance tests included X2 analyses for categorical data and t tests
for continuous data.
‡Higher value indicates more social support.

Table 2. Bivariate Comparisons: Self-reported Healthcare
Utilization for PTSD Screen Negative and Screen

Positive Participants*

PTSD screen
negative
(n=433)

PTSD screen
positive
(n=244)

p†

Outpatient visits
Any visit (%) 67.3 78.0 .006
Visit for emotional
problem (%)

15.4 47.5 <.001

Visit for physical
problem (%)

65.2 74.3 .02

Mean number of visits
(SD)

3.6 (6.6) 6.8 (10.2) <.001

Mean number of visits:
emotional problem
(SD)

0.4 (1.6) 2.5 (5.0) <.001

Mean number of visits:
physical problem (SD)

3.2 (6.3) 4.3 (7.5) .04

Inpatient admissions
Any admission (%) 24.4 18.5 .10
Any admission:
emotional problem
(%)

3.0 3.9 .60

Any admission:
physical problem (%)

23.8 17.4 .07

Emergency room visits
Any emergency
department visit (%)

27.4 25.3 .56

Emergency room visit:
emotional problem
(%)

2.2 6.2 .01

Emergency room visit:
physical problem (%)

26.3 24.0 .52

*Data are adjusted for population weights and probability of enrollment.
†Significance testing included X2 analyses for categorical data and t tests
for continuous data.
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Similar proportions of patients in both groups reported
inpatient hospital care. Although overall percentages of self-
reported emergency department visits were similar, a signifi-
cantly greater proportion of MDD-PTSD+ patients (6.2% vs.
2.2%, P=.01) reported emergency department visits for an
emotional problem.

Multivariate Analyses

In multivariate analyses (Table 3), the relations between PTSD
screen status and each variable of interest were modeled
separately. After controlling for sociodemographic differences
between patient groups, physical illness comorbidity was no
longer significant. In contrast, a positive PTSD screen was
associated with significantly worse depressive symptomatology
(P<.001), and after controlling for depressive severity, MDD-
PTSD+ patients were twice as likely to report current suicidal
thinking than MDD patients (OR=2.00, P=.001). MDD-PTSD+
patients reported significantly lower levels of social support
(P=.012). Finally, analyses (data not shown) failed to observe a
significant difference between patient groups with regard to
satisfaction with care for emotional and physical problems.

To evaluate the specificity of the relationship between
comorbid PTSD and depressive severity, we examined the
simultaneous contributions of PTSD, past month panic, and
a multiplicative PTSD×panic interaction. PTSD (coefficient=
1.88, 95% CI=1.04–2.72, P<.001) and panic (coefficient=1.95,
95% CI=0.53–3.37, P<.01) evidenced independent relations
with depression. The interaction was not significant, suggest-
ing that panic among MDD-PTSD+ patients did not represent a
particularly problematic depressogenic combination.

After controlling for demographic characteristics andphysical
illness comorbidity, MDD-PTSD+ patients reported significantly
more frequent outpatient health care visits (IRR=1.62, P<.001)
(Table 4). There was no apparent difference in frequency of visits
for physical health, but MDD-PTSD+ patients reported signifi-
cantly more frequent outpatient care for emotional problems
(IRR=4.01, P<.001). Results of logistic regression did not
observe a statistically significant association between likelihood
of inpatient admission and PTSD screen status.

DISCUSSION

Depression clinical practice guidelines like the VA/DOD’s9 focus
on patients with depression alone and recommend specialty
mental health referral when comorbid psychiatric disorders (e.g.,
PTSD or other anxiety disorders) appear likely. Although some
occasions might warrant specialty care, the fact that 36% of our
depressed primary care sample had probable concurrent PTSD
suggests that general medicine practitioners will regularly
encounter these comorbid patients. As a result, practitioners
should understand that comorbid patients might present
differently from those with depression alone and how these
differences might impact treatment planning and outcome.

Considering sociodemographic characteristics, patients
with positive PTSD screens were younger, better educated,
and more likely to be disabled than patients with depression
alone. PTSD screen positive patients were more severely
depressed, and consistent with previous work,39,40 they were
significantly more likely to report current thoughts about
suicide—even after controlling for other depressive symptoms.

The apparent fact that MDD-PTSD+ patients are numerous
raises important issues for depression management in general
medical settings. First, unlike MDD, which is characterized by
a cyclical course, PTSD is more persistent and unremitting.
Because many patients treated for PTSD demonstrate linger-
ing psychiatric symptomatology,28 MDD-PTSD comorbid
patients treated using depression clinical practice guidelines
might be less likely than those with depression alone to
experience full remission. As illustrated in a recently published
report,41 relative to patients with depression alone, depressed
patients with PTSD experienced a delayed response to an
effective primary care–based depression intervention. Similar-
ly, PTSD comorbidity predicted worse short-term outcomes in
an investigation of hospitalized depressed patients.42

Positive PTSD screens were associated with increased
prevalence of suicidal ideation. Lower social support and
higher disability prevalence among MDD-PTSD+ patients
represented additional suicide risk factors that have been
cited by others.43–45 MDD-PTSD+ patients reported more
frequent outpatient health care for emotional problems. It
appears that these patients either presented more frequently
to primary care for emotional problems or received additional

Table 3. Multivariate Comparisons: PTSD Screen Regressed
on Illness Characteristics and Social Support *

Model PTSD screen (0 = negative, 1 = positive)

Ordinary least
squares regression

Coefficient SE 95% CI p

Physical
comorbidity (SIC)

−0.23 0.25 −0.72–0.26 .36

Social support
(MOS SSS)†

−0.26 0.10 −0.47 to −0.06 .012

Depressive
severity (PHQ-9)

2.65 0.37 1.93–3.37 <.001

Logistic regression OR SE 95% CI p
Suicidal ideation‡

(0 = no, 1 = yes)
2.00 0.43 1.31–3.05 .001

*Analyses adjusted for age, gender, ethnicity, marital status, level of
education, and work status and population weights.
†Lower values denote less social support.
‡Analyses also adjusted for physical comorbidity (i.e., SIC) and
depressive severity (i.e., PHQ-8).

Table 4. Multivariate Analyses: PTSD Screen Regressed on Health
Care Utilization Variables*

Model PTSD screen (0 = negative,
1 = positive)

Poisson regression IRR SE 95% CI p
Total outpatient visits† 1.62 0.19 1.28–

2.04
<.001

Outpatient visits: physical
health

1.24 0.10 0.96–
1.61

.101

Outpatient visits:
emotional health

4.01 0.94 2.53–
6.36

<.001

Logistic regression OR SE 95% CI p
Any inpatient admission 0.90 0.22 0.56–

1.44
.675

IRR = incidence rate ratio.
*Analyses adjusted for age, gender, ethnicity, marital status, level of
education and work status, clinic site clustering, and population
weights.
†Also adjusted for physical comorbidity (SIC).
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specialty mental health care. Collectively, these results suggest
that close monitoring of MDD-PTSD+ patients is advisable to
ensure patient safety.

A recent metaanalysis46 documented the short-term benefit
of several structured psychotherapeutic interventions for
PTSD. For example, 1 study47 supported the effectiveness of
cognitive processing therapy as a treatment for MDD-PTSD
comorbid female sexual assault victims. Empirical support
plus PTSD’s relatively poor prognosis suggest that psychother-
apeutic interventions for comorbid primary care patients
might have considerable utility.

Many in the present sample reported panic attacks and
feeling anxious. When considering our results’ specificity to
PTSD, our participants with panic evidenced higher depressive
severity than those without. Coupled with previous work,48

this finding suggests that comorbid panic might also compli-
cate primary care–based depression treatment. Notwithstand-
ing this possibility, MDD-PTSD+ patients who reported panic
did not experience worse depression than those who did not.
When interpreting this finding, it is important to note that our
panic and general anxiety indicators had unknown sensitivity
and specificity.

Our results confirmed the expectation that comorbid PTSD
would be associated with worse depression and increased
health care utilization. We believe, therefore, that this work
adds to the literature49,50 regarding the effects of comorbid
anxiety disorders on depression and care utilization among
primary care patients. Ultimately, additional research should
clarify relationships between depression and PTSD/other
anxiety disorders among primary care patients.

The present study has several limitations. First, our sample
included male VA patients who averaged 65 years old. Given
the combat exposure likelihood among VA patients, our PTSD
prevalence estimate might differ from that observed in non-VA
clinics. Similarly, PTSD trauma precipitants might differ
across health care venues and gender. Whereas combat-
related precipitants are common among VA PTSD patients,
sexual assault and rape are modal precipitants among
women.51 Despite the possibility that different precipitants
might evince different degrees of stress severity,51 we maintain
that any comorbid PTSD might complicate depression care.
Future research in primary care should clarify the function
and impact of MDD-PTSD comorbidity across gender, age, and
traumatic precipitants.

Second, a symptom measure and a screening tool provided
our MDD and probable PTSD definitions, respectively. More-
over, our design prohibited determination of the temporal
relation between PTSD and MDD symptomatology. Some
MDD and PTSD patients might have been misidentified, and
for comorbid cases, it was unclear which illness was primary.
Our results remain informative despite these ambiguities.
Specifically, our patients resembled those that general medi-
cine providers will encounter in practice. Because even minor
depression and subthreshold PTSD lead to functional impair-
ment,52–54 it is likely that our participants experienced clini-
cally significant symptoms that warranted treatment.

In summary, depressed patients with positive PTSD screens
present differently from those with depression alone. Relative
to what is known about effective primary care–based depres-
sion treatment,55,56 less is known about primary care treat-
ment of PTSD and MDD-PTSD comorbidity. Whereas some
comorbid patients will respond to depression-specific treat-

ments, others might require a “stepped-care” approach that
incorporates psychotherapy57 or referral. In an effort to
streamline care and maximize outcomes, future research
should examine which patients will respond to standard
depression treatment and which will require a stepped ap-
proach combining depression treatment and PTSD-specialized
care. At a minimum, however, general medicine practitioners
should examine the possibility of comorbid PTSD among their
depressed patients.

In closing, we would like to highlight the present results’
relevance to non-VA care providers. First, as noted above,
noncombat PTSD has the potential to complicate depression
care. Second, because 45% of the present sample received non-
VA medical care, many non-VA practitioners will encounter
depressed patients with combat-related PTSD. This becomes
increasingly likely given that psychiatric morbidity prevalence
estimates among veterans of present US military conflicts
range between 17% and 19%.58,59 As soldiers from Iraq and
Afghanistan become war veterans and health care consumers,
the presentation of traumatized and depressed patients in non-
VA medical practices has the potential to increase.
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