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Abstract 
 Combat-related Post-Traumatic Stress Disorder (PTSD) poses complex challenges for 
policymakers that simulation modeling and analysis could help elucidate. True population 
prevalence and future clinical need are highly uncertain, because individuals’ PTSD 
symptomatology may fluctuate in time. Though we increasingly measure policy outcomes, 
outcome metrics often address direct, short-term effects, so the impact on long-term prevalence 
is unclear. The PTSD burden involves a diverse set of actors across domains who independently 
make decisions based on incomplete information. Simulation modeling and analysis can indicate 
how these local aspects of the PTSD burden jointly impact long-term prevalence and identify 
leverage points for PTSD mitigation. 
 This study demonstrates the results of a simulation model that predicts PTSD prevalence 
and clinical demand over the fifty years following Operations Enduring Freedom (OEF) and 
Iraqi Freedom (OIF). The model considers PTSD risk, onset, recognition, care-seeking, and 
treatment. 
 The simulation results indicate the extent to which PTSD is chronic, prevalent, and 
resistant to treatment. The best-case model predicts that 11-16% of OEF/OIF combat veterans 
will maintain a long-term need for PTSD services, and as many as 23% of OEF/OIF combat 
veterans will seek PTSD-related health care at least once in their lives.  

This study has three main policymaking implications. First, study predictions regarding 
long-term PTSD prevalence and clinical demand can be used for clinical planning and resource 
allocation over time. Second, baseline model results indicate the long-term limits of current best 
practice PTSD mitigation efforts. Third, the study identifies effective policy levers by indicating 
the factors with the greatest direct impact on long-term PTSD prevalence. 
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Problem Statement, Key Themes and Study Implications 
 

1.1 Problem Statement 

 The military-related Posttraumatic Stress Disorder (PTSD) burden in the United States 

presents complex challenges that implicate a diverse set of actors over the long term. At the 

individual level, PTSD is persistent, difficult to identify and resistant to treatment. 

Symptomatology may follow a complex trajectory that differs from person to person, whereby 

symptoms may present, remit, and recur at unexpected times. Similarly, PTSD poses population 

level challenges. A true prevalence rate is in part obscured by individuals’ changing 

symptomatology and cultural counter-incentives to accurately report symptoms. The disorder’s 

uncertain prevalence and resistance to treatment make operational planning and clinical resource 

allocation particularly challenging.  

 The response to PTSD involves an array of decisionmakers, including individual 

servicemembers and veterans, command leaders, clinical policymakers and clinicians. These 

individuals make decisions that span a broad range of domains impacting the PTSD burden 

directly or indirectly, including decisions governing combat exposure and PTSD risk, PTSD 

recognition and treatment. Though decisions across domains are often made independently, they 

may have significant, unintended consequences in other decisional areas that are not fully 

understood. For example, while outcome metrics have been put into place to gauge the 

effectiveness of many policies (e.g. screening programs), these metrics are often focus only on 

whether the policy in practice works as designed. Little is known about how interventions from 

across domains jointly impact universal metrics, including long-term PTSD prevalence or 

clinical usage. The current study uses a simulation modeling approach to describe the OEF/OIF 

combat-related PTSD burden over the long-term. 

 

Why Model PTSD? 

A model is a simplified representation of the causal and structural mechanisms of interest 

underlying a complex phenomenon. In the field of military mental health, current models are 

primarily descriptive. For example, theoretical psychology models explain the mechanisms and 

risk factors underlying PTSD onset or treatment. Similarly, many empirical studies apply these 

representations to quantify the relative contributions of each factor of interest to population level 
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prevalence phenomena. Simulation models can complement empirical studies by predicting the 

implications of empirically observed phenomena under a range of hypothetical future conditions. 

 

The Present Model 

This study develops and presents a systems approach and simulation model designed to 

predict PTSD prevalence and clinical usage over the decades to come using known 

characteristics of the disorder and its treatment. This model combines and applies empirical 

findings regarding the rates and timing of PTSD onset, its long-term trajectories and prospects 

for treatment, as well as cultural and policy studies regarding the social factors underlying PTSD 

recognition and care-seeking within the US military and veteran communities and describe the 

DoD and VA organizational response to the PTSD burden. 

The current study systemizes phenomena from across three areas of intervention, or 

domains, namely PTSD recognition, care-seeking, and treatment, in order to assess their long-

term implications for population PTSD prevalence and clinical demand for treatment services. It 

demonstrates how a systems approach to the psychological and decisional processes governing 

PTSD prevalence over time can improve our understanding of the structure and dynamics of the 

PTSD burden as well as predict prevalence, compare empirical studies, and assess policy 

options. This study does not consider policies that impact rates of traumatic exposure. Rather, the 

model focuses on how the PTSD burden can be addressed henceforth through recognition, care-

seeking and treatment policies, given the historical rates of deployment and traumatic exposure 

during OEF/OIF. 

 

1.2 Key Themes 

 The research presented in the current study highlights three main themes for military 

policymakers to consider in order to improve the effectiveness and robustness of policy 

decisions. The near-term dynamics predicted within the model offer novel insights for current 

military policymaking. These results impinge on current readiness and the effectiveness of 

current military mental health policies, as well as veterans’ long term mental health. The study 

indicates the following implications for military policy in particular: 

1) Population prevalence metrics demonstrate complex dynamics in the short term that 

complicate planning and policy assessment.  
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Model results indicate that the years following the current conflicts will be 

characterized by complex changes in prevalence rates, including non-linear changes 

in the percentage of servicemembers with probable PTSD and the percentage of 

servicemembers in treatment. Combat veterans may develop new cases of PTSD and 

symptomatology after irregular delay periods and relapse following treatment or 

further traumatic exposure. These dynamics complicate policymakers’ operational 

and clinical planning, as prevalence rates may increase or decrease irregularly from 

year to year due to systemic effects. Further, these effects obscure post hoc 

assessments of whether programs were successful in mitigating the PTSD burden.  

2) The true PTSD prevalence rate is unknown but greater than observed rates because 

individuals may not experience symptoms or recognize their symptoms as indicative.  

Policymakers are able to draw only on clinical usage data and screening results to 

estimate PTSD prevalence. However, individuals may not experience symptoms in all 

periods, nor recognize their symptoms as indicative of possible PTSD. The model 

presents a ratio of in-treatment to active PTSD cases in each year that may be used to 

predict active PTSD case levels in the short term based on usage in military health 

care facilities. Similarly, model results may be applied to predict the long-term 

prevalence of PTSD among career servicemembers. The study also predicts annual 

clinical demand to aid in clinical planning. The study thus demonstrates the best-case 

limits of current recognition, care-seeking and treatment programs in terms of 

mitigating the PTSD burden.  

3) Model results identify potential bottlenecks in PTSD mitigation and can predict the 

impact of future policies.  

The study includes sensitivity and policy analyses designed to indicate how 

responsive PTSD prevalence is to various aspects of the mental health system. This 

analysis identifies the factors that most constrain PTSD mitigation in the contexts 

studied in order to assess and directly compare the expected effects of changes within 

the system. Understanding these factors and their interactions is essential for policy 

development; model results indicate that under multiple system constraints, no single-

domain, “silver bullet” intervention will suffice to ameliorate the PTSD burden, 

rather a concentrated effort is required involving policies across domains. 
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This study also demonstrates how the model could be used to predict and compare the 

effects of policies across common, universal metrics (e.g. the prevalence rate) before 

implementation. In future work, this approach could be developed into a tool for 

military mental health policymakers. Further, comparing predicted and actual results 

from policy changes after the fact could help improve combat-related PTSD onset and 

treatment research, offering new insights into the causal relationships between 

psychological and social factors governing the PTSD burden. 

 

1.4 Implications for Research and Policy 

 
 Results indicate that even with state-of-the-art treatments and optimistic assumptions 

regarding PTSD recognition and care-seeking behavior, the PTSD burden of the current wars 

will be chronic and substantial at both the individual and population levels. Study conclusions 

largely fall into three categories: implications for PTSD prevalence, recognition and treatment 

(Table 1). 
Domain Policy Implications 

Prevalence 

1) Relative to recognition and treatment quality, care-seeking represents the 
single most significant bottleneck to decreasing long-term PTSD prevalence. 

2) PTSD recognition policies and screening programs are beneficial on the 
individual-level but are not expected to decrease long-term population 
prevalence directly. 

3) Empirical policy analyses should be conducted to understand macro-level 
implications of policies (e.g. in terms of population prevalence) and control for 
complex population dynamics from year to year. 

Recognition 
1) PTSD screens should be conducted over an extended window. 

2) Prevalence rates are highly time dependent and should be cited with caution. 

Treatment 
1) Care follow-up has a significant effect on long-term outcomes. 

2) Outreach to encourage acyclical care-seeking could help avoid demand spikes. 

Table 1. Implications of the current study for policy. 

 

Implications for PTSD Prevalence 

  

Care-seeking factors have the greatest direct effect on long-term PTSD prevalence. 

 Under the baseline, best-case model, the parameters governing care-seeking—specifically 
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the probability of seeking care and treatment dropout—have the greatest direct effect on long-

term PTSD prevalence rates relative to recognition and treatment quality factors, holding all 

other parameters constant. However, the empirical literature has shown that these factors exhibit 

the greatest variance and uncertainty across units and veteran communities, suggesting that 

significant uncertainty and variation will exist in terms of long-term PTSD population prevalence 

across groups.  

Improving the factors encouraging care-seeking and limiting treatment dropout is 

predicted to have the greatest positive effect on long-term outcomes. Similarly, knowing the 

care-seeking attributes of a particular community or subpopulation can go a long way toward 

predicting its future prevalence. 

 

PTSD Recognition does not have a major direct impact on long-term PTSD prevalence 

relative to other factors. 

 Model results indicate that factors related to PTSD recognition have a relatively low 

direct effect on long-term, population PTSD rates relative to care-seeking and treatment quality 

parameters. Although PTSD recognition is a necessary condition for treatment entrance, most 

symptomatic individuals know they have a possible PTSD case. 

 Widespread screening and education programs are therefore unlikely to observably 

impact long-term population prevalence metrics. However, while they may not appear successful 

with respect to macro-level outcome metrics, such programs are likely to help individual 

servicemembers, who may not otherwise be aware of their PTSD risk and how to identify 

symptoms, to access the mental health care system. For those servicemembers and veterans who 

are unfamiliar with PTSD, screening and education programs remove the key barrier along the 

path to recovery.  

Model results indicate that the principal bottlenecks in addressing the PTSD burden 

involve care-seeking and treatment, which are downstream of recognition. Thus recognition and 

screening programs should be designed to encourage care-seeking and reduce stigma in addition 

to their primary identification role, in order to take advantage of the secondary effects on care-

seeking behavior that are most likely to impact long-term prevalence.  

 

Empirical policy analysis should assess policies’ impact on macro-level effects such as 
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population prevalence and incorporate the complex natural population dynamics of the system. 

Outcome data are increasingly being collected and analyzed to understand the impact of 

the various policies that are implemented to address the PTSD burden. These data largely assess 

the short-term, local effect of the intended policy, which is essential to verify that the policy 

works as designed.  

However, such studies typically do not capture the effects of the policy on system-level 

metrics, such as long-term prevalence or clinical demand. This study demonstrates how these 

macro-level effects can be compared across policy domains. Systems-level policy analysis 

should be conducted in order to validate that a program in fact has the intended effect on the 

military mental health system writ large and to help choose among policy investments across 

domains.  

Similarly, policy analyses should be designed to control for the natural population 

dynamics of the system under the status quo without the policy. The current study indicates that, 

especially during a war period, population symptomatology and care-seeking dynamics are 

complex. Thus, a dramatic change in population prevalence (or any other metric) from one year 

to the next may occur even without a policy intervention. Analysts should strive to determine the 

degree to which observed changes from year to year can be attributed to the policy change as 

compared with the natural dynamics of the system under the status quo. 

 

Implications for PTSD Recognition 

 

PTSD screens and prevalence surveys should be designed to be robust to the symptom 

fluctuation that an individual may experience. 

This model indicates the extent to which symptom fluctuation causes single screens to 

under-report prevalence because individuals who are asymptomatic at the time of the screening 

event may not be observed with possible PTSD.  

On the individual level, any single screen may be less likely than expected to positively 

identify an active case of PTSD because 20-45% of those with an active PTSD case may be 

asymptomatic at any given time1. The screen provides a snapshot of the individual’s 

 
1 In addition, the screening instrument's false positive rate and counter-incentives to accurately report symptoms 
(e.g. stigma, fear of professional repercussions) would cause further under-reporting. 
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symptomatology over a short time period and may not positively identify an individual with 

possible PTSD if he is in a temporary asymptomatic period. Further, the difficulty of identifying 

when a PTSD case has remitted permanently versus when symptoms have subsided temporarily 

complicates clinicians’ and command leaders’ ability to accurately identify and track 

individuals’ PTSD cases.  

Surveys and screening programs predominantly use measures of current PTSD 

symptomatology. The current study demonstrates how complementary measures of active PTSD 

that include temporarily asymptomatic cases can help provide a more complete picture of the 

PTSD burden for policymakers. Such metrics, measurable over a longer time window via 

continued follow-up after surveys and treatment, could help account for the true prevalence of 

active PTSD cases, and not only the subset of the active PTSD population that experiences 

symptoms at the moment of the screen. These improvements could improve decisionmakers’ 

ability to ensure continued care for servicemembers and veterans with PTSD. 

 

Prevalence rates depend considerably on symptomatology time dynamics and thus should 

be cited with caution. 

Similarly, on the population level, true PTSD prevalence changes dramatically during the 

war period and shortly thereafter as delayed PTSD cases gradually set on and servicemembers 

redeploy at greater PTSD risk. Findings from the current study suggest that prevalence should be 

expected to vary with respect to the timing of an assessment, consistent with empirical results 

(Ramchand, et al., 2010).  

This study demonstrates how drastically PTSD prevalence can change over time, 

especially in the short-term. Model results are consistent with a broad range of empirical 

prevalence estimates, even though the empirical studies present surprisingly different statistics, 

because these studies differ considerably in terms of the measure of PTSD that they use and the 

timing of the assessment relative to the sample population’s deployment2. This result suggests 

that a considerable component of an empirical prevalence estimate can be explained by the time 

dynamics of symptomatology and that a prevalence estimate is not simply a static, inherent 
 
2 For example, a study of Post-Deployment Health Assessment responses from Active Duty Army servicemembers 
in 2004-2005, 3 months after deployment, found a current PTSD prevalence of 6.2%. On the other side of the range, 
the VA reported an ever-PTSD to date rate of 31.5% among VA care-seeking veterans through 2015. After 
controlling for study timing and the definition of PTSD (currently symptomatic or ever-PTSD to date), model results 
match both empirical studies closely. 
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measure of the population3.  

On the population level, the high percentage of asymptomatic active PTSD cases in any 

period suggests that any single screen or empirical study is likely to underestimate the true PTSD 

rate, complicating decisionmakers’ ability to plan and allocate resources effectively. On the 

clinical side, this effect poses the threat of unanticipated demand spikes from period to period 

according to changes in symptomatology or observation. On the command side, such period to 

period changes could cause unanticipated personnel shortfalls that threaten operational readiness 

for current or future conflicts.  

Thus to the extent possible, empirical results should be used with caution. The present 

model results suggest that any single empirical prevalence rate provides a necessary but 

incomplete snapshot of the PTSD burden among a particular cohort at a fixed point in time. 

Therefore decisions based on prevalence should be made with caution and incorporate multiple 

studies with complementary research designs and timing. 

 

Implications for Treatment 

 

More likely than not, an episode of care will be unsuccessful, therefore continued 

treatment follow-up is essential. 

Policies to encourage treatment follow-up are paramount, because it should be assumed 

that even the best treatments will not succeed in permanently mitigating symptoms. In the policy 

analysis, a Treatment Follow-up policy that reduced the probability of dropout and increased the 

probability of treatment re-entry after an individual’s first episode of care was as effective as a 

policy to invest in research of new treatment modalities. Emphasis could be also added on 

treatment follow-up as part of care-seeking education programs, encouraging servicemembers 

and veterans to pursue regular and frequent follow-on care. 

A number of factors combine to limit the effectiveness of even the best treatment 

modalities in practice. This study considered the effect of dropout, treatment efficacy and PTSD 

recurrence following successful treatment. With these factors combined, baseline model results 
 
3 These figures should be revised often because of the effect that timing can have on rates. For example, the VA 
currently claims that the ever-PTSD rate among the full veteran population is near 20% based on the 2008 RAND 
report, rather than the approximately 30% rate among care-seeking veterans in recent years (Reno, 2012). The 
current model results suggest that the ever-PTSD rate have since increased to upwards of 27-30%, as delayed onset 
and multiple deployments cases increasingly display PTSD. 
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indicate that in the best case only 34% of episodes of care are successful. Further, of successfully 

treated cases, at least one in four is expected to have a recurrence of PTSD. The current model 

did not consider the effect of other factors that could impact treatment efficacy such as time since 

trauma or onset, resource constraints, clinician skill and patient alliance, nor PTSD case 

complexity. These factors are likely to decrease the actual probability of permanently successful 

treatment even further.  

 

Peacetime measures to encourage care-seeking could help mitigate clinical capacity 

constraints. 

Historically, mental health concerns achieve cyclical political importance and public attention 

during war periods, and tend to fade in priority after a conflict (Solomon, 1995). These factors 

may decrease individuals’ likelihood of seeking care until a future conflict or war draws 

newfound attention to and acceptance of military mental health issues. For example, Vietnam 

veterans demonstrated a spike in traumatic response and care-seeking during the Gulf War, 

triggered by media reports of that war (Peterson, 1991). 

 The current model demonstrates that a significant percentage of the PTSD population has 

observed symptomatology but does not seek treatment in any particular period. However, in 

periods where mental health issues are called to the forefront, so that the probability of care-

seeking increases, a sudden increase in demand for PTSD care of as much as double the care-

seeking population may overwhelm mental health clinics. The newfound attention to military 

mental health issues during a conflict or war may encourage those servicemembers and veterans 

bearing persistent symptomatology from prior conflicts to seek care.  

These spikes in attention and clinical demand can unfortunately lead to poorer treatment 

by spreading clinical resources too thin among both veterans of prior wars and newly returning 

veterans. Model results suggest that policymakers should anticipate a significant latent 

population of active PTSD cases not currently seeking treatment. Therefore, policies should be 

developed to encourage care-seeking among this population in periods of low clinical demand in 

order to help smooth clinical usage and mitigate future demand spikes that may arise. 

 

The rest of this paper is structured as follows. The Modeling Structure section describes 

the purpose, structure, and assumptions of the model used in this study. The Results section 
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presents the key study findings. Finally, the Appendix includes a brief literature review, further 

details regarding the model structure, algorithm, and parameter values, and references. Readers 

may consult the thesis on which this paper in based for a more detailed explanation of the model, 

complete results, and further study conclusions and policy implications. 

 

Modeling Structure 
 

2.1 Purpose 

The purpose of the study is to understand how the temporal dynamics of PTSD 

symptomatology and the social factors influencing care-seeking behavior of the PTSD 

population impact PTSD prevalence and clinical demand over time. This study uses a 

probability-based (Monte Carlo) simulation (referred to as the Longitudinal Model) of American 

servicemembers deployed to Iraq and Afghanistan as part of Operation Iraqi Freedom (OIF) and 

Operation Enduring Freedom (OEF) in order to predict 1) the number of combat veterans from 

these two wars who exhibit PTSD and 2) the demand for DoD and VA clinical resources for 

PTSD in each calendar year over five decades following combat. 

This model creates and tracks a simulated population of OEF/OIF servicemembers over 

the war period and for 50 years thereafter. To do so, three factors are considered that impact an 

individual’s use of clinical treatment resources for PTSD: PTSD “caseness” (i.e. whether the 

individual has PTSD symptoms), PTSD recognition, and treatment. The model randomly assigns 

symptom onset, recognition and treatment events to each simulated servicemember in each 

period, tracking these changes for each simulated servicemember over the length of the study. 

The Longitudinal Model structure is described in detail in the Appendix. 

 The study also considers how various factors impact population prevalence over time and 

thus which types of policies are most likely to promote population health under various 

conditions. The study considers three groups of policies targeting PTSD, those designed to: 1) 

encourage recognition of PTSD by educating communities about military mental health issues or 

requiring PTSD screening, 2) enable PTSD treatment by encouraging care-seeking behavior or 

making clinical resources more available, or 3) improve PTSD treatment efficacy by funding 
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research4. A policy can be simulated by a change in one or more parameters within the model, in 

order to test which policy changes are likely to have the greatest impact on key outcome metrics 

and which steps along the paths to remission most limit population health. This study tests a 

sample policy from each group in order to demonstrate the approach and draw general 

conclusions about tradeoffs among these policies.  

Due to lack of information about future deployment rates to OEF and a drawdown 

strategy, the model only considers deployments in 2003-2014. Actual OEF deployment and 

deployment to similarly hostile areas in the region continue through the present. Thus, the 

predicted number of servicemembers with PTSD and demanding clinical services in each year 

should be considered as a lower bound.  

2.2 Model Assumptions 

Baseline Model 

The baseline model is designed to describe a “best case” prevalence estimate by 

assuming that all mitigation parameters (i.e. those affecting recognition, care-seeking, and 

treatment) are at the most favorable levels that have been reported. This model therefore 

provides a lower bound on PTSD prevalence over time that indicates the limits of the current 

best practices for PTSD mitigation. The baseline model assumes that 1) PTSD recognition and 

care-seeking probabilities are at the high end of their empirical ranges, 2) any servicemember 

who seeks treatment is able to enter treatment immediately and receives the most effective 

treatment possible 3) treatment dropout probability is at the low end of the empirical range and 

4) the probability of PTSD relapse following successful treatment is at the low end of the 

empirical range. 

 

Alternative Model Specifications 

In practice, aspects of mitigation may be less effective than the best case estimates 

underlying the baseline model or may be otherwise adversely constrained by logistical factors. 

Therefore alternative models are also tested that relax the optimistic assumptions underlying the 

 
4 Another group of policies includes those designed to alter the probability of PTSD by changing the frequency and 
severity of combat exposure, and the resilience training servicemembers receive. These are not considered because 
these policy options are no longer feasible for the OEF/OIF population. 
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baseline, best-case model in order to reflect the lower quality conditions often seen in practice5. 

These models are described in more detail in the Appendix. 

One alternative model includes realistic care-seeking and treatment parameters, 

maintaining the best-case recognition parameters. The other alternative model includes realistic 

care-seeking, treatment and recognition parameters. Realistic care-seeking parameters reflect 

individuals’ decreased willingness to seek care in practice due to stigma, professional concerns, 

or geographic factors. Realistic treatment parameters reflect decreased treatment quality and 

increased drop out probability caused by the use of non-Evidence-Based Treatments, clinical 

resource constraints that inhibit patient follow-up, and patient case complexity, among other 

factors. Realistic recognition parameters reflect decreased recognition probability caused by 

stigma, bureaucratic and professional concerns that limit servicemembers’ willingness to 

accurately report symptoms on non-anonymized screens. 

 

Results 
Table 2 summarizes key findings from the best-case (baseline) model as well as the two 

alternative models.  

Domain Metric 

Best-Case 
Model 

(Baseline) 

Realistic 
Care-Seeking 
& Treatment 

Model 

Realistic 
Recognition, Care-

Seeking, and 
Treatment Model 

Prevalence 

Long-term Currently Symptomatic 
Rate  
(% of servicemember population) 

6-8% 13-15% 14-15% 

Long-term Active Case Rate  
(% of servicemember population) 11-16% 19-21% 21-23% 

Long-term Ever-PTSD Rate  
(% of servicemember population) 29% 29% 29% 

Treatment 

Long-Term Ever-Treated rate  
(% of ever-PTSD population) 80% 63% 48% 

Successfully treated and permanently 
remitted (% of ever-treated 
population) 59% 21% 21% 

Table 2. Key findings by domain for the baseline and alternate model specifications. 

 

 
5 All models assume the same combat exposure and PTSD onset mechanism, so that differences in PTSD prevalence 
and clinical usage are attributable only to differences in recognition, care-seeking behavior and treatment efficacy. 
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3.1 Best-Case (Baseline) Model Results 

 

PTSD Prevalence 

Figure 1 shows the best-case model-predicted percentage of OEF/OIF Army and Marine 

servicemembers in each year who are affected by PTSD6. Three measures of PTSD prevalence 

are presented: 1) the servicemembers currently symptomatic for PTSD in each indicated year, i.e. 

those who would screen positive on a hypothetical screen aimed at identifying current symptoms, 

2) those who have an active PTSD case in each indicated year but may not be symptomatic, and 

3) those who have ever experienced PTSD through the end of each indicated year. Each metric 

represents a different, complementary view of the PTSD prevalence at a given time; no one 

measure fully describes the policy challenges posed by the PTSD burden. 

The baseline model predicts that 29% of servicemembers deployed under OEF/OIF 

through 2014 will experience PTSD at some point through 2065, consistent with empirical 

estimates and current VA health records. Over the long run, 11-16% of all servicemembers are 

expected to maintain an active case of PTSD over the long term. Under realistic recognition, 

care-seeking, and treatment assumptions, the Active Case rate is persistent in time at as high as 

20-23%. 

 
6 The model does not include Navy or Air Force servicemembers, and deployment characteristics may have changed 
drastically as a result of operational tempo changes since the latest (2011) publicly available data used in this study. 
As such, the total number of servicemembers in the model (1.03 million) is far lower than the reported number of 
servicemembers involved in OEF/OIF through 2014 (2.7 million) (VA, 2015). Model-generated metrics are 
expressed in terms of the percentage of servicemembers they represent, so that results may be scaled accordingly. 
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Figure 1. Baseline (best-case) model-predicted PTSD prevalence by year, using three measures of PTSD: 1) servicemembers 
currently symptomatic for PTSD, 2) servicemembers with an active PTSD case (those currently symptomatic plus those 
temporarily asymptomatic), and 3) servicemembers who have ever experienced PTSD through the indicated year end. 
Percentage denominator is equal to the number of servicemembers who have ever been deployed through the indicated year.  

Path to Health 

 Figure 2 describes the composition of the PTSD population in terms of “current state” in 

each year. The current state describes the individual’s symptomatology, symptom recognition 

and care-seeking behavior, i.e. the point along the path to health in each year. Breaking out the 

PTSD population in this manner indicates which factors most impede servicemembers’ return to 

health at each point in time and thus the percentage of the population that may benefit from a 

particular policy intervention over time. A servicemember with PTSD can be Asymptomatic, 

Unrecognized, Recognized, or In Treatment. Asymptomatic PTSD indicates those active PTSD 

cases that have had prior PTSD symptoms and may become symptomatic again in the future but 

are temporarily asymptomatic in the indicated year. Unrecognized PTSD indicates those 

currently symptomatic for PTSD who have not recognized that they have symptoms. Recognized 

PTSD indicates those currently symptomatic for PTSD and aware of their symptoms but not 

seeking treatment in the current year. Treatment indicates those entering a treatment program 

with PTSD in the current year. 

From 2009 onward, the baseline model predicts that 20-40% of the PTSD population 

have an active but asymptomatic case. This finding suggests that many more active cases may 

exist than indicated by an empirical study or screen focused on current symptomatology (as 
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many as 1.25-1.6x the currently symptomatic population), especially long after the war. In years 

with a high percentage of Asymptomatic PTSD, a screening tool targeted at identifying current 

symptomatology would miss this significant percentage of the population. Around these years, 

continued monitoring programs may be effective, as individuals with latent PTSD cases may 

show symptoms in the near term. Finally, the low percentage of “Unrecognized” PTSD and high 

rate of “Recognized” PTSD over the long term suggests that most of those with PTSD eventually 

recognize their condition but do not actively seek care. Therefore over the long term, policies to 

encourage care-seeking are likely to impact a greater percentage of the PTSD population than 

would programs to screen for current symptomatology. 

 

 
Figure 2. Active PTSD Population by Current PTSD State under the best-case model. Percentage is expressed with respect to 
servicemembers with an active case of PTSD in each indicated year. Asymptomatic PTSD indicates those active cases that have 
had prior PTSD symptoms and may become symptomatic again in the future but are temporarily asymptomatic. Unrecognized 
PTSD indicates those currently symptomatic for PTSD who have not recognized their symptoms. Recognized PTSD indicates 
those currently symptomatic for PTSD and aware of their symptoms but not seeking treatment. Treatment indicates those 
entering a treatment program with PTSD in the current year. 

 

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

2003 2008 2013 2018 2023 2028 2033 2038 2043 2048 2053 2058 2063

Pe
rc

en
t o

f P
TS

D 
Po

pu
la

tio
n 

Year 

PTSD Population by Current State 

Asymptomatic PTSD Unrecognized Recognized Treatment



20 
 

Care-Seeking and Treatment 

 A decreasing percentage of the PTSD population enters treatment in each period in the 

absence of policies to encourage care-seeking, even among individuals who never improve. 

Figure 3 shows the number and percentage of those with current PTSD symptoms in each period 

who have never received treatment to date in the baseline model. The model predicts that in the 

long-term, 30% of those with PTSD symptoms in an indicated year had never been treated 

through that year. 

 

 
Figure 3. Number and percentage of currently symptomatic servicemembers who have never been treated to date under the best-

case model. 

 The majority of those who ever experience PTSD—and a considerable portion of the 

population—will seek care at least once in their lifetime. As many as 80% of those who ever 

experience PTSD (23% of the population) will pursue PTSD-related health care at least once in 

their lives under baseline model assumptions. Even for those who undergo care, the majority of 

treatments are unsuccessful, and many servicemembers and veterans are unlikely to pursue 

subsequent episodes of care. This finding implies that an individual will likely need multiple 

episodes of care to fully remit PTSD symptoms over their lives.  

 In many cases, those with PTSD choose to wait a considerable amount of time to be 

treated. Under best-case assumptions, only 31% of the ever-treated population (25% of the ever-

PTSD population) pursues treatment in the first year of PTSD onset. Policies that encourage 

care-seeking may be particularly effective at reducing this delay.  

 The post-deployment onset and care-seeking dynamics described by the model can help 

indicate how clinical demand will change over time for a particular deploying cohort. Figure 4 
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shows the number of years after first deployment that an individual first enters treatment. In 

particular, 59% of treated servicemembers do not receive their first treatment session until more 

than 5 years after their first deployment. This delay occurs for three primary reasons: 1) because 

the individual may be redeployed and develop PTSD as a result of a subsequent deployment, 2) 

as a result of delayed PTSD onset, and 3) as a result of delayed or repeated care-seeking. The 

OEF/OIF PTSD population is expected to continue to demand treatment long after the end of 

OEF/OIF. Servicemembers may go a considerable amount of time before they first demand 

PTSD care, which may be due to delayed initial onset, recognition or care-seeking. The baseline, 

best-case model predicts that 26% of new episodes of care occur 20 years or more after a 

servicemember’s first deployment. Similarly, under the best-case model, only 34% of episodes 

of care are successful. Therefore, servicemembers are expected to continue to seek care long 

after the conflict’s end. 

 
Figure 4. The number of years since a servicemember’s first deployment to their first episode of care under the best-case model, 
in terms of fraction of the treated population. 

3.2 Alternative Model Results 

Figures 5a and 5b demonstrate how PTSD prevalence and clinical demand differ with 

respect to the alternative model specifications outlined in Table 1.  

In particular, Realistic Care-Seeking and Treatment factors have a significant, adverse 

effect on PTSD prevalence. These assumptions reflect the realities posed by largely non-EBT 

treatment in clinic and resource constraints that decrease treatment quality and increase dropout. 

Currently symptomatic rates double under poor treatment conditions and remain elevated 

throughout the length of the study. The addition of realistic recognition factors marginally 
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worsen long-term PTSD rates as compared to the considerable effect of realistic care-seeking 

and treatment. Outcomes are worse in the realistic treatment models relative to the baseline 

model and treatment usage is low among those who need care. 

 

 
Figure 5a. The currently symptomatic rate with respect to the baseline and two alternative models: 1) Realistic Care-Seeking 
(CS) & Treatment and 2) Realistic Recognition, Care-Seeking & Treatment (details in Appendix). Alternative model 
specifications represent specific changes in parameter values from the baseline, best-case model in order to reflect the lower 
quality conditions often seen in practice.  

 
Figure 5b. The treatment entrance rate by year with respect to the baseline and two alternative models: 1) Realistic Care-
Seeking (CS) & Treatment and 2) Realistic Recognition, Care-Seeking & Treatment (details in Appendix). Alternative model 
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specifications represent specific changes in parameter values from the baseline, best-case model in order to reflect the lower 
quality conditions often seen in practice.  

 

3.3 Policy Analysis 

Finally, policy analysis was conducted to demonstrate how the model can predict the 

effect of targeted changes from the status quo on PTSD prevalence and clinical usage and help 

identify why certain policies may be more or less effective than intended. While policies are 

often framed in terms of their direct effect on the lever of change, this study demonstrates that 

framing policy interventions in terms of universal metrics such as population prevalence in 

addition to the direct metric allows for possible benefits to be compared across policies that 

target different mitigation factors. 

Three sample policies are presented to demonstrate how the timing and magnitude of the 

policy change impact prevalence and clinical usage outcomes (Table 3). Policies may take 

varying amounts of time and investment to realize the intended effect, and this model provides 

one way by which to assess tradeoffs7. The sample policies indicate unexpected consequences of 

policy changes in these domains, though a sophisticated analysis is needed to predict the effects 

of an actual, detailed policy proposal.  

The complex dynamics demonstrated by the model suggest challenges for real world 

policy analysis. Even in the absence of policy intervention, the model predicts that factors such 

as prevalence and clinical demand will change by varying amounts from one year to the next. 

The efficacy of a policy intervention, then, is measured by the extent to which it causes a 

deviation in the predicted trajectory of the metric of interest, rather than simply whether its value 

increases or decreases after the intervention. Therefore, to gauge the effect of a policy action, 

analysts should compare the observed result with a model-predicted status quo result without the 

intervention.  

 

 

 

 
 
7 Policy interventions should also be assessed by relevant qualitative metrics that the model may not be equipped to 
address. In particular, the groups that stand to benefit from each type of intervention have different characteristics, 
and there may be non-quantifiable reasons to implement a particular policy beyond its direct effect on prevalence 
rates. These tradeoffs must ultimately be weighed by the policymakers responsible for fund allocation. 
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Policy Name Year of 

Change 
Details Relative 

Cost 

Care-Seeking 
Education 

2016 Represents investment in an education program that describes options 
for care and encourages its pursuit, resulting in a permanent change in 
the probability of care-seeking. 

$ 

Treatment 
Research 

2020 Represents investment in a research program to improve available 
treatment modalities. Though such a decision may be taken in 2016, the 
time to develop, test and disseminate the treatment improvements to 
clinicians delays the program's effect to 2020. The hypothetical new 
treatment improves treatment efficacy and decreases the probability of 
PTSD recurrence post-treatment considerably, but at high research cost. 

$$$ 

Clinical 
Follow-up 

2016 Represents clinical resource investment in improving follow-up with 
PTSD patients. The probability of treatment dropout decreases and the 
probability of care-seeking for follow-on sessions increases permanently 
among the treated population. This policy may be costly if follow-up is 
to occur without adversely impacting the clinic’s capacity to 
accommodate new patients, and it may require hiring new mental health 
clinicians with military PTSD training. 

$$ 

All of the 
Above 

As 
above. 

All of the above policies are implemented at their respective times. 
 

$$$$ 

Table 3. Sample policy alternatives tested in the current study, specified in terms of the parameter changes and relative costs they 

comprise. 

Figure 6 shows the currently symptomatic rate across the sample policy alternatives. In 

particular, treatment education was most effective by far at mitigating PTSD symptoms. 

However, this effect relies on a high clinical capacity, as demand for treatment spikes to 7% of 

the population in the year of policy implementation. In practice, this demand spike could result 

in poorer treatment because of overtaxed clinical resources and/or low repeat care-seeking 

among patients who are turned away or receive substandard treatment. Otherwise, treatment 

entrance rates are largely similar across policies. The Clinical Follow-up policy is slightly more 

effective than the Treatment Research policy, following the intuition that successful treatment is 

likely to occur eventually so long as clinicians are able to spend enough time and follow up 

indefinitely with patients. This effect may be tempered in reality among complex cases.  
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Figure 6. The currently symptomatic rate with respect to four different policy alternatives and the baseline model. Policies 
represent specific changes in parameter values (outlined in Table 4) beginning in the indicated year. Currently symptomatic 
rates are identical to the baseline model rate until the year in which the policy change is implemented. 

These implications are particular to the best-case, baseline model. Under other models, the same 

policy interventions may cause different results because of their interactions with the other 

model parameters. For example, under the Realistic Recognition, Care-Seeking and Treatment 

model, no one parameter alone has a significant effect on outcomes. Thus under multiple system 

constraints, no single-domain, “silver bullet” intervention will suffice to ameliorate the PTSD 

burden. For policies to be effective in reducing the PTSD burden, they must represent a 

concerted, multi-dimensional approach across the mental health system to jointly improve the 

factors that mitigate PTSD. 

 

Conclusions 
 The current study presents a novel long-term, dynamic model of PTSD prevalence and 

clinical usage. This model demonstrates how empirically observed rates of PTSD onset, care-

seeking and treatment efficacy impact PTSD population prevalence over time and how 

uncertainty in these factors propagate to uncertainty in prevalence and clinical usage. The model 

also provides a low-cost, no-risk framework for testing policies to mitigate the PTSD burden 

before implementation, which can help policymakers understand the long-term effects of 

potential decisions and their interactions across domains.  

This research frames the PTSD burden as a complex system. It incorporates the patterns 

of symptom dynamics that naturally occur among individuals with PTSD and various decisional 
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factors from across the mental health system. The model predicts the joint effect of these 

psychological and social factors on macro-level outcomes, such as PTSD prevalence and clinical 

usage, that are ultimately of primary interest to policymakers, servicemembers and veterans, and 

the general public. The system simulation approach provides a unique view of military mental 

health policy that may elucidate new policy solutions, though there may be qualitative reasons to 

prioritize certain outcomes or options in practice that a quantitative approach cannot capture.  

Though this study specifically addresses OEF/OIF combat-related PTSD, the systems 

approach presented here may be generalized to other populations and mental health concerns. In 

particular, systems analyses of conditions such as substance abuse, depression and anxiety, as 

well as Vietnam and Gulf War-related PTSD, could complement the present study to provide a 

more complete picture of DoD and VA mental health workload. 

This study suggests that simulation and systems analysis may offer surprising and 

beneficial insight that could improve how researchers and policymakers understand and provide 

for the long-term mental wellness of servicemembers and veterans. 
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Appendix 

Literature Review 
 
2.1 What is PTSD? 

 PTSD is a mental health disorder marked by an extended, maladaptive response to 

trauma. PTSD is one of many psychological effects and disorders that can be brought on by 

trauma, but it is the only disorder for which traumatic exposure is required for diagnosis. 

Posttraumatic Stress Symptoms (PTSS) are typically considered adaptive coping 

mechanisms during the traumatic experience, though they are dysfunctional in everyday 

situations. PTSD is therefore often framed as a disorderly “failure to recover,” in which the 

individual maintains a stress response to the traumatic memory even after being removed from 

the traumatic situation to an objectively safe environment (Solomon, 1993).  

 Trauma can cause complex mental health responses that differ in time and across 

individuals. Combat veterans also may experience other adverse psychological effects as a result 

of trauma with or without PTSD, including formal disorders such as depression and other 

psychological conditions such as guilt and shame. They may experience positive effects such as 

Post-Traumatic Growth (PTG)8 or no notable sequelae at all (Tedeschi & Calhoun, 2004; 

Fontana & Rosenheck, 1998). The degree of posttraumatic response may differ from individual 

to individual, even among similar individuals experiencing the same event (NCD, 2009).  

Combat veterans may experience subclinical PTSD, in which the individual experiences a 

number of PTSD symptoms but not enough to be formally diagnosed with PTSD. Subclinical 

PTSD may be experienced by as many as 14% of the population in addition to the full-PTSD 

population (Schnurr, et al., 2003). For the purposes of this study, those with subclinical PTSD 

are considered asymptomatic, though in practice they may experience adverse posttraumatic 

effects. 

Widely accepted empirical studies have reported a current PTSD prevalence of 12-17% 

among OEF/OIF servicemembers, and the VA recently reported a 31.5% ever-diagnosed rate of 

PTSD among OEF/OIF veterans treated in VA facilities (VA, 2015; Hoge, et al., 2004; Schnell 

 
8  Psychological benefits and liabilities from trauma are not mutually exclusive. Individuals 
may experience various psychological benefits from trauma, such as PTG, even if they also 
experience PTSD symptoms (Fontana & Rosenheck, 1998). 
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& Marshall, 2008; Milliken, et al., 2007; cf. Sundin, et al., 2010). Because of the broad 

differences in the populations they study and methods they employ, empirical studies may not be 

directly comparable, limiting their use predicting the risks of long term prevalence among new 

populations. This limitation may complicate policymakers’ decisions among alternative policies 

to address future risks and clinical resource demands. 

 

2.2 PTSD Symptomatology 

The timing of psychological response to trauma is complex. Many who experience an 

acute response will not develop PTSD. Similarly, many of those who do not express an early 

traumatic response will go on to express PTSD in the years following conflict, or delayed onset 

PTSD even decades later (Horesh et al., 2011; Solomon & Mikulincer, 2006). Those with PTSD 

often do not express symptoms at all times. The presence and frequency of symptoms an 

individual expresses may wax and wane over the course of years (NCD, 2009; Schnurr et al., 

2003; Bonanno, 2004). 

Considerable evidence exists to suggest that Delayed Onset symptomatology (full 

symptomatology first appearing years after the trauma) represents at least 6-15% of lifetime 

PTSD cases depending on the definition used and time of assessment (Andrews, et al., 2007). 

 

2.3 PTSD Recognition and Care-Seeking 

Compounding symptom fluctuation, observational factors further complicate policymakers’ and 

researchers’ ability to assess population PTSD prevalence and make decisions over time. An 

individual with PTSD may be surveyed at a time that they temporarily do not express symptoms, 

the diagnostic tool or clinician interview may inaccurately indicate a false negative result, or 

recall bias could cloud individuals’ ability to remember traumatic details, compromising the 

accuracy of any single prevalence study or diagnosis. Stigma, lack of information, logistical 

barriers, and the fear of professional repercussions are the most frequent reasons why those with 

possible PTSD do not acknowledge mental health concerns in non-anonymized situations or seek 

care. 

 

2.4 Prior Simulation Modeling 

 To date, there are two other known models that use simulation methods to study PTSD. 
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Each model must incorporate certain assumptions that enable it to describe a precise aspect of 

the population PTSD burden.  

 One existing model uses empirical rates of acute stress symptoms and PTSD to predict 

PTSD onset given deployment characteristics (Atkinson, Guetz & Wein, 2009). Another model, 

developed at RAND, assumes a fixed rate of PTSD and uses care-seeking, treatment, 

comorbidity and employment characteristics to estimate two year costs due to the PTSD burden 

(Tanielian & Jaycox, 2008).  

The model developed and presented in this study uses aspects similar to each of the 

above studies and adds certain novel elements so that it can be used to assess long-term 

dynamics. Like the Atkinson, Guetz & Wein model, the present model uses deployment 

characteristics to replicate PTSD onset by calendar year over the course of OEF/OIF9. Like the 

RAND study, the present model uses rates of care-seeking and treatment efficacy to understand 

clinical usage and long-term outcomes. However, the present model also captures the trajectories 

of symptomatology, care-seeking and treatment success of individual servicemembers over the 

long term and considers prevalence dynamics and clinical demand in each year. For example, the 

current model allows for PTSD cases to remit as well as for symptoms to fluctuate from period 

to period, using empirical rates of remission and symptom density to capture how the PTSD 

burden changes in time. 

 
Model Structure 

 
The psychological and decisional processes described above, including the primary policy 

mechanisms, motivate the states and processes modeled in this study. 

 

State Definitions 

 An individual servicemember’s state is defined in each period by a vector 

consisting of three true/false indicators that specify whether the servicemember is 1) 

Symptomatic, 2) Observed and 3) In Treatment. Transitions between states from one period to 

the next may occur as a result of psychological processes, individual decisions, or policy 

interventions.  

 
9  The present study includes OEF data whereas the Atkinson, Guetz & Wein study 
assesses OIF outcomes only. 
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These three indicator variables together represent mutually exclusive and collectively 

exhaustive states that track each individual’s PTSD status and the interventions available to elicit 

remission (Figure 1). While there are eight possible combinations implied by the three indicator 

variables, only four have substantive real-world meaning within the scope of the current study. 

Table 1 describes the eight possible combinations and four model states.  

 

 
Figure 1. Mutually exclusive states used to track individuals symptomatology and care-seeking behavior in each period. 

 
State 
 

Symptomatic 
 𝐼𝐼𝑃𝑃𝑃𝑃𝑃𝑃𝑃𝑃 

Observed 
 𝐼𝐼𝑂𝑂𝑂𝑂𝑂𝑂. 

In Treatment 
 𝐼𝐼𝑇𝑇𝑇𝑇𝑇𝑇𝑇𝑇𝑇𝑇. 

Asymptomatic,  
Not in Treatment 

False 
PCL < 40 

False 
Individual is not aware of their PTSS 

False 
Individual is not in a PTSD 
treatment program 

Symptomatic, 
Not Observed, 
Not in Treatment 

True 
PCL ≥ 40 

False 
Individual is not aware of their PTSS 

False 
Individual is not in a PTSD 
treatment program 

Symptomatic, 
Observed, 
Not in Treatment 

True 
PCL ≥ 40 

True 
Individual has either screened positive 
for PTSD or recognized PTSS 

False 
Individual is not in a PTSD 
treatment program 

Entering Treatment True 
PCL ≥ 40 

True 
Individual has either screened positive 
for PTSD or recognized PTSS 

True 
Individual is in a PTSD 
treatment program 

Table 1. States’ definitions with respect to underlying indicator values 

   Alternate Models 

Domain Model Parameter 
Baseline 

Value 
Realistic CS 
&Treatment 

Realistic CS, Treatment 
and Observation 

Observation 
Observation Prob. 0.78 - 0.5 

Year on Year Observation Prob. Ratio 0.75 - 0.5 

Care-Seeking 
Treatment Entrance Prob. 0.40 0.35 0.35 

Year on Year Treatment Prob. Ratio 0.75 0.5 0.5 

Treatment Treatment Efficacy 0.55 0.39 0.39 
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Prob. Of Relapse Post-Treatment 0.25 0.40 0.40 

Dropout Probability 0.25 0.48 0.48 
Table 2. Baseline and alternate model parameters. A ‘-‘ specifies that the parameter value is unchanged from the baseline model. 

 

Figures 2a and 2b depict the deployment and PTSD onset mechanisms used in the 

Longitudinal Model to determine which servicemembers develop PTSD and when.  

 

 
Figure 2a. The Deployment Module algorithm, run in each model period, t. The Deployment Module determines which 
servicemembers will deploy in a combat period, assigns combat exposure, and determines whether each deploying 
servicemember will develop expected PTSD as a result of the deployment. The Deployment Module is passed through in non-
combat period. The Symptomatology Module is presented in Figure 10a. 
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Figure 2b. The PTSD Onset and Trajectory Module algorithm, run for each servicemember with expected PTSD. The PTSD 
Onset and Trajectory Module determines the onset year and symptom trajectory for an individual with expected PTSD. The 
expected PTSD case may occur as a result of combat or if PTSD recurs after treatment. 

Deployment 

The model simulates Army and Marines deployments over the 2003-2014 OEF/OIF 

period. Precise deployment data is unavailable, therefore the model uses quarterly data on the 

total number of troops deployed and average troop rotation rates to estimate the number of newly 

deploying troops and to select the simulated servicemembers that are deployed each quarter. 

The timing, duration and severity of a servicemember’s combat exposure impact the 

probability of PTSD onset. Each servicemember is assigned a random combat severity for each 

deployment based on the reported intensity of combat at that time and the servicemember’s 

deployment duration. 

  

PTSD Probability 

In each deployment, the servicemember risks developing a PTSD case as a result of 

combat trauma. The Longitudinal Model first determines whether the individual will or will not 

develop a PTSD case as a result of the deployment. If so, the individual is said to have Expected 

PTSD and the model then determines the year in which symptoms will first occur and the type of 

PTSD case the individual will experience. PTSD risk increases with respect to combat exposure 

level (Koenen, et al. 2003; MHAT-V, 2008).  

 

Time to PTSD Onset 

The time at which PTSD symptoms first present after the trauma differs across cases. In 
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many cases, PTSD symptoms present soon after the trauma. In other cases, however, PTSD 

symptom onset occurs years after the individual has returned from combat. In the model, if an 

individual has Expected PTSD as a result of a particular deployment, the time to onset is then 

calculated, and the individual becomes symptomatic in the assigned period. 

 

PTSD Trajectory  

Individuals with PTSD differ in the timing and frequency with which they express 

symptoms. Symptoms may not present at all times, even among chronic PTSD cases, and 

individuals may fluctuate between symptomatic and asymptomatic periods. When a 

servicemember is determined to have Expected PTSD, they are assigned one of four PTSD 

Trajectories that correspond to clusters identified by Schnurr, et al (2003) among Vietnam War 

veterans. The servicemember’s PTSD Trajectory determines the frequency of their future 

symptoms. The four PTSD Trajectories and their behavior within the Longitudinal Model are 

defined as follows: 

Remitting: Individuals with remitting PTSD express PTSD for an average of 8 years 

before symptoms spontaneously remit and the individual permanently improves (Schnurr, 

et al., 2003). 

Chronic, Intermittent: The chronic, intermittent PTSD cluster first expresses PTSD not 

long after trauma. However, this group is not likely to spontaneously remit symptoms and 

will experience occasional, but disordered, symptoms indefinitely. The chronic, 

intermittent cluster expresses full PTSD symptoms one quarter of the time. 

Chronic, Unremitting: The chronic, unremitting PTSD cluster also first expresses PTSD 

early after trauma.. Unlike the intermittent group, the chronic, unremitting group 

experiences debilitating symptoms most of the time, indefinitely.  

Delayed Onset: The delayed onset PTSD cluster first expresses symptoms much later 

after trauma. This group may indeed be healthy for a number of years upon return from 

combat, only developing PTSD after a life change causes the individual to reappraise the 

traumatic event years later. Average symptom density in this group is slightly lower, at 

85%, such that they experience full symptomatology relatively often and indefinitely, 

once onset occurs.  
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Observation 

For an individual to pursue treatment or disability compensation, they must first be 

observed with a possible PTSD case. Observation can occur one of two ways: via a formal 

screen or informal, episodic recognition of possible PTSS. In the model, episodic recognition 

occurs in each period with a probability related to the empirically observed rate of mental health 

concern recognition (Hoge, et al., 2004). A formal screen occurs in a pre-specified period, and all 

simulated servicemembers exhibiting symptoms in that period are recognized with probable 

PTSD with a probability equal to the true positive rate of the screening tool. 

 

Care-Seeking  

Once the individual recognizes their possible PTSD, they may enter treatment. Entrance 

into treatment depends on both the individual’s decision to seek care and the availability of 

clinical resources to provide treatment. Following the convention in empirical studies, treatment 

is considered successful if it abates PTSD symptoms to a subclinical level. Successful treatment 

may not abate symptoms permanently, such that successfully treated PTSD cases recur at a later 

date with some probability. 

 

Treatment Effect 

An individual in treatment either completes the program or drops out mid-course. The 

base case probability of drop-out is taken from a recent treatment usage study (Hoge, et al., 

2014). In dropout cases, treatment is considered unsuccessful and the individual remains 

symptomatic. 

 Conditional on completion of the treatment, the program may or may not be successful in 

abating the individual’s symptoms to a sub-clinical level, and this symptom decrease may or may 

not be persistent. Actual PTSD treatments differ greatly in terms of efficacy of remitting 

symptoms and persistence of this effect. The base case model assumes the use of Prolonged 

Exposure (PE) therapy, which is one of two so called evidence-based treatments (EBT) that the 

VA has mandated be made available to any veteran for whom an EBT is clinically appropriate10. 

The probability of treatment success using PE is 55% (Eftekhari, et al., 2013; Tanielian & 

Jaycox, 2008). 

 
10  Per VA Handbook 1160.05, 2012. 
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Successful treatment may abate symptoms either temporarily or permanently. Treatment 

persistence refers to the length of time following successful treatment that the treated individual 

remains asymptomatic. Data on treatment persistence is limited, but it is assumed that 25-55% of 

PTSD cases successfully treated with EBTs will recur in the future (Tanielian & Jaycox, 2008).  

The model assumes that the treatment program lasts only one period in order to provide a 

conservative clinical workload estimate. In practice, a chronic PTSD case may remain in long-

term treatment indefinitely in order to manage symptoms.  

The individual’s experience in the treatment program may impact their future willingness to 

pursue care in the event of future PTSD symptoms. A recent RAND study shows that 74% of 

veterans who have undergone a treatment program considered the experience somewhat helpful 

or helpful (Watkins, et al., 2011). The base case model assumes this rate as a proxy for 

likelihood to pursue treatment again in the event of future symptoms.  

The flow charts describing the Symptomatology and Treatment Module algorithms are 

presented in Figures 3a and 3b. These algorithms determine each servicemember’s state in each 

period. 
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Figure 3a. The Symptomatology Module, run in each period for each servicemember. The Symptomatology Module determines 
whether servicemember i will develop or remit PTSD symptoms in period t, and, if symptomatic, whether PTSD recognition or 
treatment will occur. 
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Figure 3b. The Treatment Module algorithm, run for servicemember i in the period following treatment. This Module determines 
whether treatment was successful in remitting symptoms, whether a new PTSD case will occur following temporarily successful 
treatment, and whether the individual’s experience in treatment will impact their future care-seeking behavior.





39 
 

References 
 

Almedom, Astier M., and Douglas Glandon. 2007. "Resilience is not the absence of PTSD any more than health is 
the absence of disease." Journal of Loss and Trauma 12 (2):127-143. 

American Psychiatric Association. 2013. Diagnostic and statistical manual of mental disorders, (DSM-5®): 
American Psychiatric Pub. 

Andrews, Bernice, Chris Brewin, Rosanna Philpott, and Lorna Stewart. 2007. "Delayed-onset posttraumatic stress 
disorder: a systematic review of the evidence." American Journal of Psychiatry 164 (9):1319-1326. 

Andrews, Bernice, Chris R. Brewin, Lorna Stewart, Rosanna Philpott, and Jennie Hejdenberg. 2009. "Comparison 
of immediate-onset and delayed-onset posttraumatic stress disorder in military veterans." Journal of 
abnormal psychology 118 (4):767. 

Atkinson, Michael P., Adam Guetz, and Lawrence M. Wein. 2009. "A dynamic model for posttraumatic stress 
disorder among US troops in Operation Iraqi Freedom." Management Science 55 (9):1454-1468. 

Baiocchi, Dave. 2013. Measuring Army Deployments to Iraq and Afghanistan: Rand Corporation. 

Bazzoli, Gloria J., Stephen M. Shortell, Nicole Dubbs, Cheeling Chan, and Peter Kralovec. 1999. "A taxonomy of 
health networks and systems: bringing order out of chaos." Health services research 33 (6):1683. 

Belasco, Amy. "Troop levels in the Afghan and Iraq wars, FY2001-FY2012: Cost and other potential issues." 2009. 

Bickman, Len, Susan D. Kelley, Melanie W. Leslie, Ana R. Vides De Andrade, Ryan P. Hargraves, Warren E. 
Lambert, Carolyn S. Breda, Tommaso Tempesti, Lisa L. Demoret, Cori E. Lapare, and Blake Tenore. 2009. 
Program Evaluation of Post-Deployment Health Assessment (PDHA) and Reassessment Processes 
(PDHRA) Processes. DTIC Document. 

Bliese, Paul D., Kathleen M. Wright, Amy B. Adler, Jeffrey L. Thomas, and Charles W. Hoge. 2007. "Timing of 
postcombat mental health assessments." Psychological Services 4 (3):141. 

Bomyea, Jessica, Victoria Risbrough, and Ariel J. Lang. 2012. "A consideration of select pre-trauma factors as key 
vulnerabilities in PTSD." Clinical psychology review 32 (7):630-641. 

Bonanno, George A. 2004. "Loss, trauma, and human resilience: have we underestimated the human capacity to 
thrive after extremely aversive events?" American psychologist 59 (1):20. 

Bonanno, George A., Anthony D. Mancini, Jaime L. Horton, Teresa M. Powell, Cynthia A. LeardMann, Edward J. 
Boyko, Timothy S. Wells, Tomoko I. Hooper, Gary D. Gackstetter, and Tyler C. Smith. 2012. "Trajectories 
of trauma symptoms and resilience in deployed US military service members: prospective cohort study." 
The British Journal of Psychiatry 200 (4):317-323. doi: 10.1192/bjp.bp.111.096552. 

Bonds, Timothy M., Dave Baiocchi, and Laurie L. McDonald. 2010. Army Deployments of OIF and OEF. DTIC 
Document. 

Bowman, Marilyn L. and Rachel Yehuda. 2004. Risk Factors and the Adversary-Stress Model. Chichester, England: 
John Wiley & Sons, Ltd. 

Bradley, Elizabeth H., Leslie A. Curry, and Kelly J. Devers. 2007. "Qualitative data analysis for health services 
research: developing taxonomy, themes, and theory." Health services research 42 (4):1758-1772. 

Cook, Joan M., Casey O'Donnell, Stephanie Dinnen, Nancy Bernardy, Robert Rosenheck, and Rani Hoff. 2013. "A 
Formative Evaluation of Two Evidence-Based Psychotherapies for PTSD in VA Residential Treatment 
Programs." Journal of Traumatic Stress 26 (1):56-63. doi: 10.1002/jts.21769. 

Cook, Joan M., Richard Thompson, James C. Coyne, and Javaid I. Sheikh. 2003. "Algorithm versus cut-point 
derived PTSD in ex-prisoners of war." Journal of Psychopathology and Behavioral Assessment 25 (4):267-
271. 

Davidson, Jonathan R. T., Dan J. Stein, Arieh Y. Shalev, and Rachel Yehuda. 2014. "Posttraumatic stress disorder: 



40 
 

acquisition, recognition, course, and treatment." 

Davison, Eve H., Anica P. Pless, Marilyn R. Gugliucci, Lynda A. King, Daniel W. King, Dawn M. Salgado, Avron 
Spiro, and Peter Bachrach. 2006. "Late-Life Emergence of Early-Life Trauma The Phenomenon of Late-
Onset Stress Symptomatology Among Aging Combat Veterans." Research on Aging 28 (1):84-114. 

Defense Manpower Data Center. 2003-2015. Active Duty Military Personnel by Service by Region/Country.  
Department of Defense:  

Defense Manpower Data Center. 2012. February 2012 Status of Forces Survey of Active Duty Members: 
Tabulations of Responses.  Department of Defense. 

Dohrenwend, Bruce P. 2006. "Inventorying stressful life events as risk factors for psychopathology: Toward 
resolution of the problem of intracategory variability." Psychological bulletin 132 (3):477. 

Eftekhari, Afsoon, Josef I. Ruzek, Jill J. Crowley, Craig S. Rosen, Mark A. Greenbaum, and Bradley E. Karlin. 
2013. "Effectiveness of national implementation of prolonged exposure therapy in Veterans Affairs care." 
JAMA psychiatry 70 (9):949-955. 

Ehlers, Anke, and David M. Clark. 2000. "A cognitive model of posttraumatic stress disorder." Behaviour research 
and therapy 38 (4):319-345. 

Fikretoglu, Deniz, Alain Brunet, Stéphane Guay, and David Pedlar. 2007. "Mental health treatment seeking by 
military members with posttraumatic stress disorder: findings on rates, characteristics, and predictors from 
a nationally representative Canadian military sample." Canadian journal of psychiatry. Revue canadienne 
de psychiatrie 52 (2):103-110. 

Finkel, David. 2010. The good soldiers: Atlantic Books Ltd. 

Fisher, Michael P. 2014. "PTSD in the US military, and the politics of prevalence." Social Science & Medicine 
115:1-9. 

Foa, Edna B., and David S. Riggs. 1993. "Posttraumatic stress disorder and rape." Review of psychiatry 12:273-303. 

Foa, Edna B., Gail Steketee, and Barbara Olasov Rothbaum. 1989. "Behavioral/cognitive conceptualizations of post-
traumatic stress disorder." Behavior therapy 20 (2):155-176. 

Foa, Edna B., Lori A. Zoellner, Norah C. Feeny, Elizabeth A. Hembree, and Jennifer Alvarez-Conrad. 2002. "Does 
imaginal exposure exacerbate PTSD symptoms?" Journal of Consulting and Clinical Psychology 70 
(4):1022. 

Folman, Ari. 2008. Waltz With Bashir. Israel. 

Fontana, Alan, and Robert Rosenheck. 1998. "Psychological benefits and liabilities of traumatic exposure in the war 
zone." Journal Of Traumatic Stress 11 (3):485-503. 

Fontana, Alan, and Robert Rosenheck. 1999. "A model of war zone stressors and posttraumatic stress disorder." 
Journal of Traumatic Stress 12 (1):111-126. 

Gallager, Robert G. 2013. Stochastic processes: theory for applications: Cambridge University Press. 

Golding, Heidi L. W., and Adebayo Adedeji. "Recruiting, retention, and future levels of military personnel." 2006. 

Grieger, Thomas A., Stephen J. Cozza, Robert J. Ursano, Charles Hoge, Patricia E. Martinez, Charles C. Engel, and 
Harold J. Wain. 2006. "Posttraumatic stress disorder and depression in battle-injured soldiers." American 
Journal of Psychiatry 163 (10):1777-1783. 

Hoge, Charles W., Carl A. Castro, Stephen C. Messer, Dennis McGurk, Dave I. Cotting, and Robert L. Koffman. 
2004. "Combat duty in Iraq and Afghanistan, mental health problems, and barriers to care." New England 
Journal of Medicine 351 (1):13-22. 

Hoge, Charles W., Sasha H. Grossman, Jennifer L. Auchterlonie, Lyndon A. Riviere, Charles S. Milliken, and 
Joshua E. Wilk. 2014. "PTSD treatment for soldiers after combat deployment: Low utilization of mental 
health care and reasons for dropout." Psychiatric Services 65 (8):997-1004. 

Holmes, Thomas H., and Richard H. Rahe. 1967. "The social readjustment rating scale." Journal of psychosomatic 



41 
 

research 11 (2):213-218. 

Horesh, Danny, Zahava Solomon, Gadi Zerach, and Tsachi Ein-Dor. 2011. "Delayed-onset PTSD among war 
veterans: the role of life events throughout the life cycle." Social psychiatry and psychiatric epidemiology 
46 (9):863-870. 

Ingram, Rick E., and David D. Luxton. 2005. "Vulnerability-stress models." Development of psychopathology: A 
vulnerability-stress perspective:32-46. 

Institute of Medicine. Committee on Treatment of Posttraumatic Stress Disorder. 2007. Treatment of posttraumatic 
stress disorder: An assessment of the evidence: National Academies Press. 

Institute of Medicine, Veterans Committee on the Assessment of Readjustment Needs of Military Personnel, and 
their Families, and Board on the Health of Select Populations. 2013. Returning Home from Iraq and 
Afghanistan: Assessment of Readjustment Needs of Veterans, Service Members, and Their Families: The 
National Academies Press. 

Jones, Edgar, and Simon Wessely. 2007. "A paradigm shift in the conceptualization of psychological trauma in the 
20th century." Journal of anxiety disorders 21 (2):164-175. 

King, Lynda A., Daniel W. King, Kristin Vickers, Eve H. Davison, and Avron Spiro Iii. 2007. "Assessing late-onset 
stress symptomatology among aging male combat veterans." Aging & mental health 11 (2):175-191. 

Koenen, Karestan C., Jeanne Mager Stellman, Steven D. Stellman, and John F. Sommer Jr. 2003. "Risk factors for 
course of posttraumatic stress disorder among Vietnam veterans: a 14-year follow-up of American 
Legionnaires." Journal of Consulting and Clinical Psychology 71 (6):980. 

Kolassa, Iris-Tatjana, Verena Ertl, Cindy Eckart, Stephan Kolassa, Lamaro P. Onyut, and Thomas Elbert. 2010. 
"Spontaneous remission from PTSD depends on the number of traumatic event types experienced." 
Psychological Trauma: Theory, Research, Practice, and Policy 2 (3):169. 

Leahy, Robert L., Stephen J. F. Holland, and Lata K. McGinn. 2012. Treatment Plans and Interventions for 
Depression and Anxiety Disorders, 2e: Guilford press. 

Libby, Daniel J., Felice Reddy, Corey E. Pilver, and Rani A. Desai. 2012. "The use of yoga in specialized VA PTSD 
treatment programs." International journal of yoga therapy 22 (1):79-88. 

Macleod, A. D. 1994. "The reactivation of post-traumatic stress disorder in later life." Australian and New Zealand 
Journal of Psychiatry 28 (4):625-634. 

Marx, Brian P., James C. Jackson, Paula P. Schnurr, Maureen Murdoch, Nina A. Sayer, Terence M. Keane, Matthew 
J. Friedman, Robert A. Greevy, Richard R. Owen, and Patricia L. Sinnott. 2012. "The reality of malingered 
PTSD among veterans: Reply to McNally and Frueh (2012)." Journal of traumatic stress 25 (4):457-460. 

Mastony, Colleen. 2013. "Stress Hits Some Vets Late in Life." Chicago Tribune, 11 Nov 2013. 
http://articles.chicagotribune.com/2013-11-11/news/ct-met-late-onset-ptsd-2-20131111_1_vietnam-
veterans-nightmares-vietnam-war. 

McIlvaine, Rob. 2011. "Soldiers to begin 2012 with nine-month deployments." Army News Service, August 5, 
2011. http://www.army.mil/article/63073/. 

McNally, Richard J. 2004. "Conceptual problems with the DSM-IV criteria for posttraumatic stress disorder." 
Posttraumatic stress disorder: Issues and controversies:1-14. 

Meyer, R. M., A. Burgos-Robles, E. Liu, S. S. Correia, and K. A. Goosens. 2013. "A ghrelin–growth hormone axis 
drives stress-induced vulnerability to enhanced fear." Molecular psychiatry. 

Milliken, Charles S., Jennifer L. Auchterlonie, and Charles W. Hoge. 2007. "Longitudinal assessment of mental 
health problems among active and reserve component soldiers returning from the Iraq war." Jama 298 
(18):2141-2148. 

Mol, Saskia S. L., Arnoud Arntz, Job F. M. Metsemakers, Geert-Jan Dinant, Pauline Ap Vilters-Van Montfort, and 
J. André Knottnerus. 2005. "Symptoms of post-traumatic stress disorder after non-traumatic events: 
evidence from an open population study." The British Journal of Psychiatry 186 (6):494-499. 



42 
 

Mulder, Roger, David Fergusson, and John Horwood. 2013. "Post-traumatic stress disorder symptoms form a 
traumatic and non-traumatic stress response dimension." Australian and New Zealand journal of 
psychiatry:0004867413484367. 

Nash, William P., Maria Steenkamp, Lauren Conoscenti, and Brett T. Litz. 2011. "The stress continuum model: a 
military organizational approach to resilience." Resilience and mental health: Challenges across the 
lifespan:238. 

National Council on Disability. 2009. Invisible Wounds: Serving Service Members and Veterans with PTSD and 
TBI. Washington, DC. 

Niles, Barbara L., Julie Klunk-Gillis, Donna J. Ryngala, Amy K. Silberbogen, Amy Paysnick, and Erika J. Wolf. 
2012. "Comparing mindfulness and psychoeducation treatments for combat-related PTSD using a 
telehealth approach." Psychological Trauma: Theory, Research, Practice, and Policy 4 (5):538. 

Office of the Surgeon Multinational Force–Iraq and Office of the Surgeon General U.S. Army Medical Command. 
2006. "Mental Health Advisory Team (MHAT) IV Operation Iraqi Freedom 05-07 Report." Washington 
DC: Office of the Surgeon, Multinational Force-Iraq, and Office of the Surgeon General, United States 
Army Medical Command. 

Office of the Surgeon General. 2008. "Mental Health Advisory Team (MHAT) V: Operation Iraqi Freedom 06-08 
(Iraq); Operation Enduring Freedom 8 (Afghanistan)." Washington, DC: US Army Medical Command. 

Office of the Surgeon General. 2009. "Mental Health Advisory Team (MHAT) VI Operation Iraqi Freedom 07-09." 
United States Army Medical Command. 

Office of the Surgeon General, U.S. Army Medical Command. 2013. Mental Health Advisory Team 9 Operation 
Enduring Freedom Report. U.S. Army. 

Ouimette, Paige, Rudolf H. Moos, and John W. Finney. 2003. "PTSD treatment and 5-year remission among 
patients with substance use and posttraumatic stress disorders." Journal of Consulting and Clinical 
Psychology 71 (2):410. 

Owens, Gina P., Dewleen G. Baker, John Kasckow, Jeffrey A. Ciesla, and Somaia Mohamed. 2005. "Review of 
assessment and treatment of PTSD among elderly American armed forces veterans." International journal 
of geriatric psychiatry 20 (12):1118. 

Peterson, Karen S. 1991. "War threat opens old wounds for Vietnam vets." USA Today, 16 Jan 1991. Page 4D. 

Pietrzak, Robert, Douglas Johnson, Marc Goldstein, James Malley, and Steven Southwick. 2009. "Perceived stigma 
and barriers to mental health care utilization among OEF-OIF veterans." Psychiatric Services 60 (8):1118-
1122. 

Port, Cynthia Lindman, Brian Engdahl, and Patricia Frazier. 2014. "A longitudinal and retrospective study of PTSD 
among older prisoners of war." 

Ramchand, Rajeev, Terry L. Schell, Benjamin R. Karney, Karen Chan Osilla, Rachel M. Burns, and Leah Barnes 
Caldarone. 2010. "Disparate prevalence estimates of PTSD among service members who served in Iraq and 
Afghanistan: possible explanations." Journal of traumatic stress 23 (1):59-68. 

Reger, Mark A., Gregory A. Gahm, Robert D. Swanson, and Susan J. Duma. 2009. "Association between number of 
deployments to Iraq and mental health screening outcomes in US Army soldiers." The Journal of clinical 
psychiatry 70 (9):1266-1272. 

Reno, Jamie. 2012. "Nearly 30% of Vets Treated by V.A. Have PTSD." The Daily Beast, Oct 21, 2012. 
http://www.thedailybeast.com/articles/2012/10/21/nearly-30-of-vets-treated-by-v-a-have-ptsd.html. 

Rosen, Gerald M., and Scott O. Lilienfeld. 2008. "Posttraumatic stress disorder: An empirical evaluation of core 
assumptions." Clinical psychology review 28 (5):837-868. 

Rosenheck, Robert A., and Alan F. Fontana. 2007. "Recent trends in VA treatment of post-traumatic stress disorder 
and other mental disorders." Health Affairs 26 (6):1720-1727. 

Sayer, Nina A., Greta Friedemann-Sanchez, Michele Spoont, Maureen Murdoch, Louise E. Parker, Christine Chiros, 



43 
 

and Robert Rosenheck. 2009. "A qualitative study of determinants of PTSD treatment initiation in 
veterans." Psychiatry: Interpersonal and Biological Processes 72 (3):238-255. 

Schell, Terry L., and Grant N. Marshall. 2008. "Survey of individuals previously deployed for OEF/OIF." Invisible 
wounds of war: Psychological and cognitive injuries, their consequences, and services to assist 
recovery:87-115. 

Schnurr, Paula P., Carole A. Lunney, Anjana Sengupta, and Lynn C. Waelde. 2003. "A descriptive analysis of PTSD 
chronicity in Vietnam veterans." Journal of Traumatic Stress 16 (6):545-553. 

Schottenbauer, Michele A., Carol R. Glass, Diane B. Arnkoff, Vanessa Tendick, and Sheila Hafter Gray. 2008. 
"Nonresponse and dropout rates in outcome studies on PTSD: Review and methodological considerations." 
Psychiatry 71 (2):134-168. 

Seal, Karen H., Thomas J. Metzler, Kristian S. Gima, Daniel Bertenthal, Shira Maguen, and Charles R. Marmar. 
2009. "Trends and risk factors for mental health diagnoses among Iraq and Afghanistan veterans using 
Department of Veterans Affairs health care, 2002-2008." American Journal of Public Health 99 (9):1651-
1658. 

Shalev, Arieh Y. 1997. "Discussion: Treatment of prolonged posttraumatic stress disorder—learning from 
experience." Journal of traumatic stress 10 (3):415-423. 

Smith, Tyler C., Margaret A. K. Ryan, Deborah L. Wingard, Donald J. Slymen, James F. Sallis, and Donna Kritz-
Silverstein. 2008. "New onset and persistent symptoms of post-traumatic stress disorder self reported after 
deployment and combat exposures: prospective population based US military cohort study." BMJ: British 
Medical Journal 336 (7640):366. 

Snow, Barry R., Jeanne Mager Stellman, Steven D. Stellman, and John F. Sommer. 1988. "Post-traumatic stress 
disorder among American Legionnaires in relation to combat experience in Vietnam: Associated and 
contributing factors." Environmental Research 47 (2):175-192. 

Solomon, Zahava, Moshe Kotler, Arik Shalev, and Ruth Lin. 1989. "Delayed onset PTSD among Israeli veterans of 
the 1982 Lebanon War." Psychiatry 52 (4):428-436. 

Solomon, Zahava. 1993. Combat stress reaction: The enduring toll of war: Plenum Press. 

Solomon, Zahava. 1995. "Oscillating between denial and recognition of PTSD: why are lessons learned and 
forgotten?" Journal of traumatic stress 8 (2):271-282. 

Solomon, Zahava, & Mario Mikulincer. 2006. "Trajectories of PTSD: A 20-Year Longitudinal Study." American 
Journal of Psychiatry 163 (4):659-666. doi: doi:10.1176/ajp.2006.163.4.659. 

Southwick, Steven M., C. Andrew Morgan, Andreas L. Nicolaou, and Dennis S. Charney. 1997. "Consistency of 
memory for combat-related traumatic events in veterans of Operation Desert Storm." American Journal of 
Psychiatry 154 (2):173-177. 

Sundin, Josefin, N. T. Fear, Amy Iversen, R. J. Rona, and S. Wessely. 2010. "PTSD after deployment to Iraq: 
conflicting rates, conflicting claims." Psychological medicine 40 (3):367. 

Surtees, Paul G., and Nicholas W. J. Wainwright. 1999. "Surviving adversity: event decay, vulnerability and the 
onset of anxiety and depressive disorder." European archives of psychiatry and clinical neuroscience 249 
(2):86-95. 

Tanielian, Terri L., and Lisa H. Jaycox. 2008. Invisible wounds of war: Psychological and cognitive injuries, their 
consequences, and services to assist recovery. Vol. 720: Rand Corporation. 

Tedeschi, Richard G., and Lawrence G. Calhoun. 2004. "" Posttraumatic Growth: Conceptual Foundations and 
Empirical Evidence"." Psychological inquiry 15 (1):1-18. 

Van Minnen, A., A. Arntz, and G. P. J. Keijsers. 2002. "Prolonged exposure in patients with chronic PTSD: 
Predictors of treatment outcome and dropout." Behaviour research and therapy 40 (4):439-457. 

van Minnen, Agnes, Lotte Hendriks, and Miranda Olff. 2010. "When do trauma experts choose exposure therapy for 
PTSD patients? A controlled study of therapist and patient factors." Behaviour research and therapy 48 



44 
 

(4):312-320. 

Department of Veterans Affairs and Department of Defense. 2010. VA/DoD Clinical Practice Guideline for the 
Management of Post-Traumatic Stress. 

VA Handbook 1160.05. 2012. Local Implementation of Evidence-Based Psychotherapies for Mental and Behavioral 
Health Conditions.  Department of Veterans Affairs. 

VA Mental Health Services. 2014. VA Mental Health Services Public Report, November 2014.  Department of 
Veterans Affairs. http://www.mentalhealth.va.gov/docs/Mental_Health_Transparency_Report_11-24-
14.pdf. 

Department of Veterans Affairs. 2014. "DSM-5 Criteria for PTSD." http://www.ptsd.va.gov/professional/PTSD-
overview/dsm5_criteria_ptsd.asp. 

Veterans Affairs Epidemiology Program, Post Deployment Health Group, and Veterans Health Administration. 
2015. Analysis of VA Health Care Utilization Among Operation Enduring Freedom (OEF), Operation Iraqi 
Freedom (OIF), and Operation New Dawn (OND) Veterans.  Department of Veterans Affairs. 
http://www.publichealth.va.gov/docs/epidemiology/healthcare-utilization-report-fy2015-qtr1.pdf. 

Watkins, Katherine E., Harold Alan Pincus, Brad Smith, and Susan M. Paddock. 2011. "Veterans Health 
Administration Mental Health Program Evaluation." Santa Monica, CA: RAND Corporation. TR-956-
VHA. As of November 19:2012. 

Weathers, Frank W., Brett T. Litz, Debra S. Herman, Jennifer A. Huska, and Terence M. Keane. "The PTSD 
Checklist (PCL): Reliability, validity, and diagnostic utility." 1993. 

Wilkins, Kendall C., Ariel J. Lang, and Sonya B. Norman. 2011. "Synthesis of the psychometric properties of the 
PTSD checklist (PCL) military, civilian, and specific versions." Depression and anxiety 28 (7):596-606. 

Wright, Kathleen M., Oscar A. Cabrera, Paul D. Bliese, Amy B. Adler, Charles W. Hoge, and Carl A. Castro. 2009. 
"Stigma and barriers to care in soldiers postcombat." Psychological Services 6 (2):108. 


	Abstract
	1.1 Problem Statement
	1.2 Key Themes
	1.4 Implications for Research and Policy
	Implications for PTSD Prevalence
	Implications for PTSD Recognition
	Implications for Treatment

	2.1 Purpose
	2.2 Model Assumptions
	Alternative Model Specifications

	3.1 Best-Case (Baseline) Model Results
	PTSD Prevalence
	Path to Health
	Care-Seeking and Treatment

	3.2 Alternative Model Results
	3.3 Policy Analysis

	Appendix
	2.1 What is PTSD?
	2.2 PTSD Symptomatology
	2.3 PTSD Recognition and Care-Seeking
	2.4 Prior Simulation Modeling
	State Definitions
	Observation
	Care-Seeking


	References

