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Objective: Large-scale health care systems such as the Veterans Health
Administration (VHA) have recently invested heavily in the expansion
of psychotherapy services. This study examined longitudinal changes in
use of psychotherapy at the VHA during a period of substantial pro-
grammatic change targeting increased availability and quality of mental
health care.Methods: This retrospective cohort study used data from the
VHA National Patient Care Database outpatient treatment files to iden-
tify patients with a new-onset diagnosis of depression, anxiety, or post-
traumatic stress disorder during fiscal years (FYs) 2004 (N=424,428),
2007 (N=494,318), and 2010 (N=583,733). Use of psychotherapy during
the 12 months after diagnosis was assessed. Results: The proportion of
patients receiving any psychotherapy increased across the three study
time points (FY 2004, 21%; FY 2007, 22%; and FY 2010, 27%). Amount of
psychotherapy also increased such that with time a growing proportion of
patients received eight or more psychotherapy sessions. Themedian time
between diagnosis and start of psychotherapy decreased from 56 to 47
days from FY 2004 to FY 2010. Consistent with VHA expansion efforts,
more substantial increases in psychotherapy reach, amount, and timeli-
ness occurred between FY 2007 and 2010 than between FY 2004 and FY
2007.Conclusions: These findings highlight recent increases in the use of
VHA psychotherapy and correspond to substantial efforts to improve
access to mental health services. Despite these advances, most newly
diagnosed patients received no psychotherapy or a low-intensity amount
of psychotherapy. Additional efforts to promote veteran engagement in
needed mental health services appear warranted. (Psychiatric Services
65:106–112, 2014; doi: 10.1176/appi.ps.201300056)

Despite empirical evidence sup-
porting its efficacy (1–3), psy-
chotherapy is substantially

underutilized in the United States. A
minority of patients with a mental dis-
order engage in psychotherapy (4,5),

with roughly one-third of psychother-
apy patients receiving only one or two
sessions (6). National trends in psycho-
therapy use from the late 1990s through
themid-2000s suggest that the number
of patients accessing psychotherapy

and the number of sessions they re-
ceive may be declining as pharmaco-
therapy accounts for an increasing
proportion of mental health services
(6,7).

Recently, initiatives to increase ac-
cess to psychotherapy have proliferated.
In particular, integration of psycho-
therapy into primary care settings has
increased psychotherapy engagement
among patients who might other-
wise refuse these services because of
stigma or other factors (8–10). Simi-
larly, psychotherapy via telephone or
video teleconference (“telepsychother-
apy”) has shown promising evidence
of enhanced access for patients un-
able to travel to traditional care settings
(11,12). Clinical practice guidelines
also have highlighted the effectiveness
of several evidence-based psychother-
apies for specific psychiatric condi-
tions, and, accordingly, numerous health
care systems have prioritized the delivery
of these treatments (3,13).

The Veterans Health Administra-
tion (VHA), the largest integrated
health care system in the United States
(14), provides a unique opportunity to
examine changes in psychotherapy
utilization that may have resulted from
widespread transformations in psycho-
therapy programming. Rates of VHA
psychotherapy use mirror those of
national community samples and re-
flect significant underutilization. Data
from fiscal years (FYs) 2003 and 2004
suggest that only 22%235% of VHA
patients with depression or anxiety
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received any psychotherapy, and even
fewer received an adequate number of
sessions (15,16).
In 2004, the VHA released the

Mental Health Strategic Plan (17),
which outlined more than 200 initia-
tives to improve mental health care
for veterans. Between 2005 and 2011,
the VHA hired more than 3,500
mental health professionals and tri-
pled spending on mental health care
(18). Paralleling changes in the private
sector, funding for the VHA’s Primary
Care–Mental Health Integration Pro-
gram commenced in 2007 (8,13), and
recent VHA guidelines have encour-
aged the use of telepsychotherapy
services to leverage technology to
broaden access to mental health care
(13). The VHA has also endorsed
evidence-based psychotherapies, in-
cluding prolonged exposure (19) and
cognitive processing therapy (20) for
posttraumatic stress disorder (PTSD)
and cognitive-behavioral therapy (21)
and acceptance and commitment
therapy (22) for depression. Nation-
wide rollouts of these treatments,
including multiday didactic workshops
and follow-up consultation for providers,
are under way (23,24). As of August
2012, the VHA had trained more than
6,000 providers in evidence-based in-
terventions, dramatically increasing its
capacity to administer these treatments.
This study used national VHA ad-

ministrative databases to conduct an
unprecedented examination of psy-
chotherapy utilization in the VHA
over a seven-year period. Although
VHA administrative databases do not
include information on non-VA ser-
vice use, they provide valuable in-
formation about VHA-specific service
patterns. This study examined whether
broad programmatic changes in VHA
mental health care have translated in-
to improved psychotherapy services,
including receipt and amount of psy-
chotherapy, treatment modality, and
timeliness of care.

Methods
After receiving institutional review
board approval, this retrospective data-
base study used data from the VHANa-
tional Patient Care Database (NPCD)
outpatient treatment files for veterans
who received care during FY 2004
(October 1, 2003, to September 30,

2004), FY 2007 (October 1, 2006, to
September 30, 2007), and FY 2010
(October 1, 2009, to September 30,
2010). The NPCD contains encrypted
patient identifiers linked to patient
and service characteristics and is avail-
able for health services research (25).

Patient population

This study focused on patients who
received a new diagnosis of depression,
anxiety, or PTSD in VHA outpatient
facilities during the specified years.
Patients were categorized, using ICD-
9-CM codes, into three diagnostic
groups: depression (codes 293.83,
296.20–296.36, 300.4, and 311), anxi-
ety (codes 293.84, 293.89, 300.00–
300.02, 300.09, 300.20–300.23, 300.29,
and 300.3), and PTSD (codes 308 and
309.81). These diagnostic categories
were selected because they are highly
prevalent and disabling within the VHA
patient population (26), and substantial
evidence supports the use of psycho-
therapy as a primary or secondary treat-
ment for these diagnoses (27). PTSD
was examined separately because of its
high prevalence and impact in the vet-
eran population and because of the
focus on enhancing access to PTSD-
specific treatments within the VHA
during the study time frame (including
nationwide rollouts of two evidence-
based psychotherapies).

As detailed in previous work (15),
restricting the sample to patients with
new-onset diagnoses allowed the as-
sessment of time between diagnosis
and receipt of psychotherapy and pro-
vided a fair test of whether those newly
identified by the system received in-
dicated care. A new-onset condition
was defined as six months without
a related diagnosis before the index
date (the date of first diagnosis during
the study period). To avoid overlap-
ping ICD-9-CM coding, conditions
occurring within diagnostic categories
(such as major depression and dysthy-
mia) were considered one condition.
Patients with multiple new-onset con-
ditions were classified into more than
one diagnostic category (for example,
patients with new-onset depression
and new-onset anxiety were classified
into both categories). Frequency sta-
tistics reported for the full fiscal year
(FY) cohort (with diagnostic groups
combined) are reported for unique

patients. For diagnostic subgroup ana-
lyses, patients who were classified into
multiple categories were represented
in each of these diagnostic groups.
We restricted the sample to patients
with adequate opportunities to use out-
patient psychotherapy services by ex-
cluding those with 60 or more inpatient
days in the 180 days after diagnosis.

Psychotherapy, session

frequency, and time to treatment

Patient use of mental health services
was assessed during the 12 months
after each patient’s index date. Psycho-
therapy use was determined on the
basis of Current Procedural Terminol-
ogy (CPT) codes and classified by
treatment modality into individual psy-
chotherapy (CPT codes 90804, 90806,
90808, 90810, 90812, 90814, 90845,
90875, 90876, and 96152) and group
therapy (90849, 90853, 90857, and
96153). Psychotherapy exposure, de-
fined as the number of patients receiv-
ing at least one session (any exposure to
psychotherapy), four sessions (approxi-
mate length of briefer forms of psy-
chotherapy [28–30]) or eight or more
sessions (the minimum length of tradi-
tional, evidence-based psychotherapies
for depressive and anxiety disorders
[19,31]) was also assessed. Timeli-
ness of psychotherapy was assessed
by calculating the number of days
between the patient’s index date and
first psychotherapy visit.

Patient characteristics

We examined patients’ sociodemo-
graphic characteristics, including age,
gender, and marital status. Patients’
residential zip codes were used to
estimate income (using the average
adjusted gross income for each zip
code, based on 2008 Internal Revenue
Service data) and distance in miles to
the nearest VHA facility. Patient race
was populated inconsistently in the
NPCD and was therefore not repor-
ted. Because of the increased access
to care provided to veterans with
service-related disabilities, patients
were categorized into three groups by
service-related disability percentage,
including 0%, 1%249%, and $50%.
Illness burden was assessed with a
diagnosis-based, risk-adjustment meth-
odology (32,33), which provides an odds
ratio representing the predicted health
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care cost of each veteran compared with
the average predicted cost (that is, the
relative risk score).

Analyses

All analyses were descriptive. The
proportion of patients receiving at least
one, four, or eight psychotherapy
sessions during the 12 months after
their index date and the delay between
diagnosis and psychotherapy were
calculated for unique patients in each
FY cohort and for specific diagnostic
categories within each cohort. Sub-
sequent analyses described treatment
modality patterns (individual versus
group psychotherapy) across the study
time points. Effect size was calculated
with odds ratios. Analyses were con-
ducted with SAS version 9.2.

Results
Psychotherapy utilization

Table 1 lists the demographic and clin-
ical characteristics of the cohorts from
FY 2004 (N=424,428), FY 2007 (N=
494,318), and FY 2010 (N=583,733);
the steady growth in cohort size re-
presents increases in the number of
patients who received new-onset di-
agnoses of depression, anxiety, or
PTSD. A minority of the sample met
criteria for two diagnostic categories
(FY 2004, 7.7%; FY 2007, 9.3%; and
FY 2010, 10.9%). Notable changes
in patient characteristics between
FY 2004 and FY 2010 included a
decrease in age, increased num-
bers of female veterans, greater
medical illness burden, increased
VA service-connected disability, and

increases in co-occurring substance
use diagnoses.

The raw number of patients receiving
any psychotherapy grew by 72% be-
tween FY 2004 (N=90,095) and FY
2010 (N=155,191) (Figure 1). The
effect size, as measured by odds ratio
(OR), was 1.34, which had a 95%
confidence interval (CI) of 1.33–1.36.
Examination of psychotherapy use from
FY 2007 to FY 2010 (OR=1.28,
CI=1.27–1.29) indicates greater in-
creases in psychotherapy use during this
period relative to between FYs 2004 and
2007 (OR=1.05, CI=1.04–1.06).

Amount of psychotherapy

Figure 1 presents percentages of
patients who received at least one,
four, or eight psychotherapy sessions.

Table 1

Descriptive characteristics of VHA cohorts, by fiscal year (FY)a

FY 2004 cohort FY 2007 cohort FY 2010 cohort
(N=424,428) (N=494,318) (N=583,733)

Characteristic N % N % N %

Age (M6SD) 59.6614.5 58.5615.9 57.1616.4
Gender
Male 387,533 91.3 448,796 90.8 525,312 90.0
Female 36,895 8.7 45,522 9.2 58,421 10.0

Marital status
Married 243,927 57.5 278,663 56.4 319,612 54.8
Not married 172,590 40.7 208,470 42.2 254,666 43.7
Unknown 7,911 1.9 7,180 1.5 9,455 1.6

Income
$0–$30,000 26,914 6.3 29,682 6.0 34,730 6.0
$30,001–$40,000 116,863 27.5 133,855 27.1 155,547 26.6
$40,001–$50,000 130,103 30.7 152,832 30.9 180,327 30.9
$50,001–$60,000 63,541 15.0 75,948 15.4 92,669 15.9
$$60,001 73,943 17.4 88,244 17.9 106,471 18.2
Unknown 13,064 3.1 13,757 2.8 13,989 2.4

Relative risk scoreb

,.26 84,349 19.9 94,684 19.2 105,582 18.1
.26–1.00 188,830 44.5 214,881 43.5 246,546 42.2
1.01–2.00 78,323 18.5 94,846 19.2 117,711 20.2
.2.00 72,926 17.2 89,907 18.2 113,894 19.5

Distance to VHA facility (M6SD miles) 13.9615.1 14.2615.5 14.4615.4
Veterans service-connected disability benefit
None 267,078 62.9 290,232 58.7 314,879 53.9
1%–49% 77,466 18.3 91,931 18.6 117,420 20.1
$50% 79,884 18.8 112,155 22.7 151,434 25.9

Comorbid psychiatric diagnosis
Substance use disorder 43,116 10.2 59,000 12.0 77,320 13.2
Schizophrenia 4,125 1.0 3,678 .7 3,408 .6
Cognitive disorder 4,035 1.0 6,386 1.3 8,517 1.5
Bipolar disorder 2,558 .6 4,226 .9 6,129 1.1

Psychiatric diagnosis
Anxiety 101,024 23.8 117,510 23.8 139,867 24.0
Depression 277,916 65.5 298,997 60.5 344,945 59.1
Posttraumatic stress disorder 78,952 18.6 125,381 25.4 165,790 28.4

a VHA, Veterans Health Administration
b An odds ratio representing the predicted health care cost of each veteran compared with the average predicted cost in the general population
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The number and proportion of pa-
tients who received each level of ex-
posure increased across study time
points. The most notable increase
was in the number of patients who
received at least one psychotherapy
session, which grew by more than
65,000 between FYs 2004 and 2010.
The number of newly diagnosed
patients who received at least four
sessions nearly doubled between FY
2004 (N=32,581) and FY 2010
(N=64,459), as did the number who
received eight or more psychotherapy
sessions (FY 2004, N=17,249; FY
2010, N=33,938). Across all levels of
exposure, modest increases in psycho-
therapy use were observed between
FY 2004 and FY 2007, with more
substantial increases occurring be-
tween FY 2007 and FY 2010.
Examination of psychotherapy ex-

posure according to diagnostic group
revealed unique trends for patients
with PTSD (Table 2). Across all FY
cohorts, PTSD patients demonstrated
the highest rate of psychotherapy
initiation and number of psychotherapy
sessions. Although the proportion of
PTSD patients who received psycho-
therapy remained relatively consistent
from FY 2004 to FY 2010 (OR=.95,
CI=.93–.97), rates of psychotherapy
use increased among patients with
depression (OR=1.40, CI=1.38–1.41)
and among patients with anxiety
(OR=1.59, CI=1.56–1.62), reducing
disparities by diagnostic group in
receipt of psychotherapy.
Descriptive analyses also revealed

differences in utilization rates for
group versus individual psychother-
apy (Table 3). For each cohort, pa-
tients were at least three times more
likely to initiate individual psycho-
therapy than group psychotherapy.
The proportion of each cohort that
received at least one session of group
psychotherapy consistently ranged
from 6% to 7%. The proportion of
patients receiving individual psycho-
therapy showed little change between
FY 2004 (18%) and FY 2007 (19%)
(OR=1.05, CI=1.04–1.06), with a more
substantial increase between FY 2007
and FY 2010 (26%) (OR=1.33, CI=
1.33–1.34). Data from all three cohorts
revealed that group psychotherapy
patients were more likely to receive
more psychotherapy sessions. Across

the full study sample, 34% of those
who initiated group therapy received
eight or more sessions (FY 2004, 35%;
FY 2007, 32%; and FY 2010, 34%),
compared with 12% of those who ini-
tiated individual psychotherapy (FY
2004, 10%; FY 2007, 11%; and FY
2010, 14%).

Timeliness

Treatment delays decreased across
study time points. The median time
between index diagnosis and psycho-
therapy dropped from 56 days (FY
2004) to 47 days (FY 2010), with the

majority of change occurring from FY
2007 to FY 2010 (Table 4). Although
patients with PTSD consistently had
shorter delays than patients with
anxiety or depression, diagnostic dis-
parities in time until treatment grew
smaller across the study time points.

Discussion
Data from this investigation suggest
that efforts to enhance the access to
and quality of psychotherapy in the
VHA over a seven-year span resulted
in notable improvements. Across the
study time points (FYs 2004, 2007,

Figure 1

Rates of exposure to psychotherapy within the Veterans Health Administration,
fiscal years 2004, 2007, and 2010
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Table 2

Psychotherapy exposure among VHA patients by diagnostic group and fiscal
year (FY)a

Depression Anxiety
Posttraumatic
stress disorder

Sessions N % N % N %

FY 2004 277,916 101,024 78,952
0 221,644 79.8 85,391 84.5 51,045 64.7
$1 56,272 20.3 15,633 15.5 27,907 35.3
$4 19,450 7.0 4,788 4.7 12,269 15.5
$8 9,816 3.5 2,245 2.2 7,277 9.2

FY 2007 298,997 117,510 125,381
0 236,929 79.2 97,502 83.0 84,230 67.2
$1 62,068 20.8 20,008 17.0 41,151 32.8
$4 22,468 7.5 6,763 5.8 17,810 14.2
$8 11,108 3.7 3,222 2.7 9,924 7.9

FY 2010 344,945 139,867 165,790
0 254,704 73.8 108,339 77.5 109,061 65.8
$1 90,241 26.2 31,528 22.5 56,729 34.2
$4 36,844 10.7 12,033 8.6 26,046 15.7
$8 18,972 5.5 6,080 4.3 14,683 8.9

a Veterans Health Administration (VHA) patients may have received more than one new-onset
category diagnosis during the study period; therefore, the total number of diagnoses may exceed
the full cohort number.
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and 2010), the absolute number of
patients with new diagnoses of depres-
sion, anxiety, or PTSD who received
VHA psychotherapy services increased
substantially. Whereas only modest
growth occurred in the percentage of
patients who received psychotherapy,
given that the cohort of newly di-
agnosed patients increased by nearly
40% between 2004 and 2010, these
small percentage changes reflect that
the VHA provided psychotherapy to
65,096 more patients in 2010 than in
2004. These findings signify widespread
increases in use of VHA psychotherapy.
Data from this study also indicate

improvements related to psychotherapy

exposure, with an increasing propor-
tion of patients receiving eight or more
psychotherapy sessions. This may rep-
resent a reversal in the trend identified
by Rosenheck and Fontana (34), who
showed declines in the intensity of
service use from 1997 to 2005. Addi-
tional studies are needed to determine
whether these increases reflect im-
proved patient outcomes.

The observed increases in psycho-
therapy sessions indicate growth in the
number of patients who could have
received a course of evidence-based
psychotherapy. Previous researchers
have used eight or nine sessions as
the standard for a minimally adequate

amount of evidence-based psychother-
apy (35–37). Although the proportion
of patients receiving eight or more
sessions increased steadily across the
study time points, less than 6% of each
FY cohort could have completed an
evidence-based protocol. However,
there is increasing recognition that
many patients may benefit from brief
courses of psychotherapy, ranging
from four to six sessions (28–30), and
may demonstrate significant improve-
ment after as few as four sessions of a
standard-length, evidence-based pro-
tocol (38). Even with this less conser-
vative cutoff, only 11% of the FY 2010
cohort received at least four psycho-
therapy sessions, pointing to the need
for continued efforts to increase en-
gagement in evidence-based care.

Examination of psychotherapy time-
liness revealed that time from diagno-
sis until psychotherapy decreased by
nine days across the study period, with
the most notable decreases for anxi-
ety or depressive disorders. However,
time between diagnosis and psycho-
therapy was consistently shortest for
patients with PTSD. These improve-
ments in timeliness of care are crit-
ically important, given that shorter
time to treatment is a well-established
treatment-enabling factor (35). Al-
though delays between diagnoses and
psychotherapy may reflect both system-
level factors (such as wait times) and
patient-level factors (such as reluctance
to initiate psychotherapy or preference
to use medication as a first-line treat-
ment), the median wait time of 47 days
for the FY 2010 cohort suggests the
need for additional efforts to enhance
timeliness of VHA psychotherapy.

Table 3

Psychotherapy exposure of VHA patients in fiscal years (FYs) 2004, 2007, and 2010, by individual and group
modalitiesa

FY 2004
(N=424,428)

FY 2007
(N=494,318)

FY 2010
(N=583,733)

Individual Group Individual Group Individual Group

Sessions N % N % N % N % N % N %

0 346,855 81.7 398,421 93.9 400,069 80.9 463,331 93.7 444,690 76.2 543,215 93.1
$1 77,573 18.3 26,007 6.1 94,249 19.1 30,987 6.3 139,043 23.8 40,518 6.9
$4 21,579 5.1 13,582 3.2 27,789 5.6 15,513 3.2 47,166 8.1 21,660 3.7
$8 8,121 1.9 9,174 2.2 10,423 2.1 9,821 2.0 19,218 3.3 13,736 2.4

a VHA, Veterans Health Administration

Table 4

Time between psychiatric diagnosis and initiation of psychotherapy in the
VHA, in fiscal years 2004, 2007, and 2010a

Time (days)

Diagnosis and fiscal year Nb M SD
Median
days

Entire cohort (all diagnoses)
2004 90,095 98.5 106.0 56.0
2007 108,831 97.4 105.5 53.0
2010 155,191 90.4 102.3 47.0

Depressive disorders
2004 56,272 100.8 106.2 59.0
2007 62,068 100.5 106.1 57.0
2010 90,241 91.1 102.3 47.0

Anxiety disorders
2004 15,633 104.8 108.0 64.0
2007 20,008 101.7 107.5 56.0
2010 31,528 91.7 103.1 47.0

Posttraumatic stress disorder
2004 27,907 91.9 103.8 49.0
2007 41,151 91.1 102.8 47.0
2010 56,729 88.8 101.2 46.0

a VHA, Veterans Health Administration
b Patients may have received more than one new-onset category diagnosis during the study period;
therefore, the total number of diagnoses may exceed the full cohort number.
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Consistent with previous studies
(5,39,15), more patients engaged in
individual than group psychotherapy
across all study years. Furthermore, uti-
lization rates grew more substantially
for individual psychotherapy than for
group psychotherapy. This may be be-
cause several VHA-endorsed evidence-
based psychotherapies for depression
and PTSD are designed for individual
delivery. Similar to previous studies
(15,39), this study showed that patients
who participated in group psychother-
apy received more psychotherapy than
those in individual psychotherapy. Rea-
sons for this are unclear but may be
partially attributable to the highly selec-
tive group therapy patient population or
the structure of group psychotherapy
treatments (which may be less likely to
be time limited).

Factors influencing

psychotherapy use

Improvements in the reach, amount,
and timeliness of psychotherapy oc-
curred during a period of dramatic in-
creases in patient load, which likely
reflects the success of several recent
programmatic efforts within the VHA.
Required screenings and evidence-
based guidelines for assessment ofmen-
tal disorders have allowed increased
detection of psychiatric problems,
a critical step in access to care.
Among the diagnostic categories

examined in this study, rates of PTSD
grew most substantially, increasing by
more than twofold between 2004 and
2010. This is likely because of the
VHA’s particular focus on identifica-
tion and treatment of PTSD, given its
substantial psychological and eco-
nomic burden among veterans and
the clear link between military trauma
exposure and subsequent develop-
ment of PTSD. Specific policy changes
that may have contributed to increases
in PTSD diagnosis include mandatory
screening for PTSD symptoms and
military sexual trauma in primary care
(40). Veterans with PTSD also had the
shortest delays between diagnosis and
psychotherapy and were more likely to
initiate psychotherapy and receive
adequate exposure than those in other
diagnostic groups.
Although the VHA provided psycho-

therapy to many more veterans with
new diagnoses of PTSD in 2010 than

2004, a majority continued to receive
no exposure to VHA psychotherapy,
despite numerous, ongoing PTSD-
specific initiatives (such as evidence-
based psychotherapy rollouts). There is
a great need within the VHA for ad-
ditional efforts to engage veterans in
psychotherapy services.

Our study period also corresponded
to a period of increased funding for
VHAmental health services, expansion
of mental health staff, evidence-based
psychotherapy training initiatives, and
the integration of psychotherapy into
primary care.More substantial increases
in psychotherapy reach, amount, and
timeliness occurred in 200722010
relative to 2004–2007, which aligns
with the implementation of several of
these initiatives. Other recent policy
changes that may have contributed to
increases in both the number of newly
diagnosed patients and the use of psy-
chotherapy include cost-free VHA
health care for Iraq-Afghanistan com-
bat veterans for five years postdischarge
and expanded efforts to engage rural
veterans through community-based
outpatient clinics and telepsychother-
apy services (41).

Limitations

This study used CPT codes to assess
mental health service use. Although
widely used in studies examining
psychotherapy utilization, they are
associated with several limitations:
CPT codes do not capture the type
of psychotherapy provided, and, al-
though entered by the provider (and
therefore reflective of the provider’s
perspective of the care provided), the
fidelity of these codes is not inde-
pendently verified. The validity of
provider-recorded diagnoses is simi-
larly unknown. We defined psycho-
therapy amount as the number of
sessions received and did not extract
codes that reflect the length of each
session, because these codes often
represent ranges of time rather than
a precise duration. We also did not
examine use of non-VHA psychother-
apy, and, given that many veterans are
dual users of VHA and non-VHA
services (42), results likely underesti-
mated the true rates of psychotherapy
exposure within the study sample.
Despite this limitation, these data are
valuable in that they present a de-

scriptive account of trends in VHA
psychotherapy and reflect improve-
ments in care that have likely resulted
from efforts to transform VHA men-
tal health services. Finally, this study
did not examine medication use; eval-
uation of psychopharmacology for
these diagnostic groups over this
period would provide an even more
comprehensive picture of how veter-
ans’ mental health needs are being
addressed.

Conclusions
This study examined changes in VHA
psychotherapy use during a time of
mounting support for the effective-
ness of psychotherapy and unprece-
dented expansion of VHA mental
health services. Findings highlight
recent improvements in psychother-
apy services with respect to reach,
amount, and timeliness. Despite
advances, results indicate that most
VHA patients with new psychiatric
diagnoses receive no psychotherapy
or a low-intensity amount of it.
Additional efforts to engage veterans
in psychotherapy are needed. Future
research should attempt to determine
the relative impact of factors that
influence psychotherapy use, includ-
ing patient factors (such as concerns
about stigma), provider factors (pro-
vider preferences), or system factors
(including dissemination of evidence-
based psychotherapies). This knowl-
edge can guide the development of
interventions to enhance psychother-
apy use, thereby increasing the num-
ber of patients who receive, and
ultimately benefit from, this care.
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