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Abstract—Posttraumatic stress disorder (PTSD) is a high-
priority treatment area for the Veterans Health Administration 
(VHA), and dissemination patterns of innovative, efficacious 
therapies can inform areas for potential improvement of diffu-
sion efforts and quality prescribing. In this study, we replicated 
a prior examination of the period prevalence of prazosin use as 
a function of distance from the Puget Sound Department of 
Veterans Affairs Healthcare System in Seattle, Washington, 
where prazosin was first tested as an effective treatment for 
PTSD and where prazosin use was previously shown to be 
much greater than in other parts of the United States. We tested 
the following three hypotheses related to prazosin geographic 
diffusion: (1) no geographical correlation exists between pra-
zosin use and serotonin reuptake inhibitor/serotonin norepi-
nephrine reuptake inhibitor (SSRI/SNRI) use, (2) an inverse 
geographic correlation exists between prazosin and benzodiaz-
epine use, and (3) a positive geographical correlation exists 
between the distance from Puget Sound and the proportion of 
users treated according to a guideline recommended minimum 
therapeutic target dose (6 mg/d). Among a national sample 
of Veterans with PTSD, overall prazosin utilization increased 
from 5.5% to 14.8% from 2006 to 2012. During this time 
period, rates at the Puget Sound location declined from 34.4% 
to 29.9%, whereas utilization rates at locations a minimum of 
2,500 miles away increased from 3.0% to 12.8%. Rates of min-
imum target dosing fell from 42.6% to 34.6% at the Puget 
Sound location. In contrast, at distances of at least 2,500 miles 
from Puget Sound, minimum threshold dosing rates remained 

stable (range: 18.6%–17.7%). No discernible association was 
demonstrated between SSRI/SNRI or benzodiazepine utiliza-
tion and the geographic distance from Puget Sound. Minimal 
threshold dosing of prazosin correlated positively with 
increased diffusion of prazosin use, but there was still a dis-
tance diffusion gradient. Although prazosin adoption has 
improved, geographic differences persist in both prescribing 
rates and minimum target dosing. Importantly, these regional 
disparities appear to be limited to prazosin prescribing and are 
not meaningfully correlated with SSRI/SNRI and benzodiaze-
pine use as indicators of PTSD prescribing quality.
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clinical practice guideline, DOD = Department of Defense, FY =
fiscal year, ICD-9 = International Classification of Diseases-
9th Revision, PTSD = posttraumatic stress disorder, SSRI/
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reuptake inhibitor, VA = Department of Veterans Affairs, VHA =
Veterans Health Administration.
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INTRODUCTION

Posttraumatic stress disorder (PTSD) affects 
>500,000 Veterans actively enrolled in the Veterans 
Health Administration (VHA) and is among the most sig-
nificant illnesses resulting from combat duty [1]. Current 
VHA clinical practice guidelines (CPGs) support the rou-
tine use of selective serotonin reuptake inhibitors/selec-
tive serotonin norepinephrine reuptake inhibitors (SSRI/
SNRIs) [2]. Because SSRI/SNRI monotherapy often falls 
short in clinical effectiveness, adjunctive or alternative 
treatments are frequently prescribed for many patients 
[3]. Current VHA CPGs recognize prazosin as an evi-
dence-based treatment for traumatic nightmares, but 
there are few efficacy trials involving prazosin in the 
global treatment of PTSD [2,4–5].

Evidence also reveals that SSRI/SNRIs are pre-
scribed widely throughout the VHA system [6–8]; in 
contrast, the pattern of prazosin use exhibits an interest-
ing pattern of geographical diffusion emanating from the 
Puget Sound Department of Veterans Affairs (VA) Health 
Care System in Seattle, Washington [9–10]. In part this 
could be because prazosin is only recommended as a 
treatment for traumatic nightmares and not for global 
PTSD symptoms per se. In 2004, the 1 yr period preva-
lence of prazosin in Veterans with PTSD was 38 percent 
among Puget Sound patients, declining to 18 percent at 
VHA sites within 500 miles, and progressively down to 
only 2 percent at sites 2,500 miles from Puget Sound 
[10]. Analyses from fiscal year (FY) 2012 showed that 
prazosin prescribing rates were generally similar (i.e., 
33%) at Puget Sound; in contrast, among sites greater 
than 2,500 miles away there were substantial gains in uti-
lization, increasing from 2 to 15 percent [9]. Thus, 
Hermes et al. have suggested that a persistent disparity in 
prazosin prescribing might indicate the natural course of 
dissemination of new treatment approaches; that is, 
champions for a specific practice could be situated in or 
close to a specific geographic locale [9].

As a result of this observation by Hermes et al., we 
aimed to test whether the geographic diffusion gradient 
evident for prazosin prescribing reflected regional varia-
tions in the delivery of other PTSD pharmacotherapy 
care as measured by three quality prescribing indicators: 

(1) SSRI/SNRI use, (2) benzodiazepine use, or (3) mini-
mal threshold prazosin daily dosing. We aimed to expand 
on the findings of Hermes et al. by complementing the 
prazosin utilization data with these three quality PTSD 
prescribing measures among a national sample of Veter-
ans who had a diagnosis of PTSD and were prescribed 
prazosin. We tested three hypotheses related to the PTSD 
quality prescribing measures.

First, we hypothesized that there would be no geo-
graphical correlation between the patterns of prazosin 
and SSRI/SNRI use. Second, we hypothesized that the 
geographical diffusion gradient of prazosin would be 
inversely correlated with benzodiazepine use, presum-
ably because prazosin is a more selective and effective 
agent for PTSD-related symptoms (e.g., especially 
arousal) for which benzodiazepines are often prescribed 
and because practitioners are now looking for alternative 
treatments since the routine use of benzodiazepines is 
generally discouraged. If systems were in place to pro-
mote and encourage the use of innovative therapies, those 
same systems may improve adherence to current PTSD 
pharmacotherapy guidelines. Third, we hypothesized that 
there would be a positive correlation of regional diffusion 
and prazosin minimal threshold dosing (>6 mg/d) [2]. We 
hypothesized that if VHA systems were utilizing prazo-
sin then they would be dosing it according to existing 
guidelines [2].

If differences exist for either SSRI/SNRI or benzodi-
azepine use, such findings would support the justification 
for more deliberate efforts to identify and target those 
systems with lower than national average prazosin use or, 
at a minimum, support qualitative assessments in order to 
gain insights into the characteristics of those delivery 
systems.

METHODS

Study Design and Data Sources
Annual prevalence rates of prazosin use in Veterans 

with PTSD were determined over a 7 yr time period, 
stratified by distance bands radiating from the Puget 
Sound VA Health Care System. We obtained national 
administrative VHA data sets from FY 2006 through FY 
2012 (October 1, 2005, to September 30, 2012) from the 
Austin Information Technology Center (Austin, Texas). 
The methods used here replicate the prior study by Harpaz-
Rotem et al. in which they examined prazosin prescribing 
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as a function of distance from Puget Sound [10] using 
repeated analyses for FY 2006 and FY 2012. We used 
diagnostic information extracted from the Inpatient and 
Outpatient Medical SAS data sets (SAS Institute; Carey, 
North Carolina) and prescription drug records from the 
Decision Support System National data extracts. Records 
from these data sources were linked using a scrambled 
(anonymized) patient identification number. This study 
was approved by the University of Iowa Institutional 
Review Board and the Iowa City Veterans Administra-
tion Research and Development Committee.

Patients and Facilities
Veterans with PTSD as a primary or secondary diag-

nostic code of PTSD on at least one outpatient encounter 
or one inpatient discharge during that year (FYs 2006 and 
2012) were identified independently for each year of the 
study period. We defined PTSD according to the Interna-
tional Classification of Diseases-9th Revision (ICD-9), 
using 309.81 as the ICD-9 code. This case definition was 
used in the original prazosin diffusion article and in sev-
eral subsequent studies of PTSD prescribing practices in 
VA [6–7,9–11]. Each patient was assigned to a single 
VHA medical center based on the site of a majority of 
their PTSD coded encounters. The distance of each VHA 
medical center to the Puget Sound VHA medical center 
in Seattle, Washington, was determined using geocoded 
address information for each medical center as the refer-
ence point. Distances were categorized as 0 miles 
(including Puget Sound VA Health Care System locations
in Seattle and Tacoma, Washington), up to 499 miles, 500 
to 999 miles, 1,000 to 2,499 miles, and 2,500 miles or 
farther from Puget Sound [9–10].

Medication Exposure
We determined annual period prevalence rates of pra-

zosin use separately for each year of the study period. 
Thus, patients with any outpatient prescription fill for 
prazosin during a given year were considered prazosin 
users for that year, regardless of quantity or days supply 
received. Prazosin daily doses were estimated for each 
prescription fill based on the quantity, days supply, and 
unit strength dispensed. The estimated dose for all fills 
during a given year was then used to identify the maxi-
mum prazosin dose taken by each patient during that 
year. We characterized the maximum prazosin dose in 
terms of the proportion of patients receiving 6 mg/d, the 
guideline recommended dose for an adequate trial for 

PTSD treatment [2–3]. We also conducted analyses using 
modal doses, or the most commonly dispensed dose over 
the course of the year, and yielded similar findings to 
maximum doses (data not presented). Period prevalence 
rates were also determined for SSRI/SNRIs and benzodi-
azepines using identical methods to prazosin rates. Our 
goal was to determine whether if the relationship 
between prescribing rate and distance from Puget Sound 
was unique to prazosin or whether it also existed for 
other psychiatric medications. These classes were 
selected as contrasts to prazosin because VHA/Depart-
ment of Defense (DOD) guidelines support SSRI/SNRI 
as the primary first-line pharmacotherapy option for 
PTSD and, in contrast, recommend against the routine 
use of benzodiazepines [2].

Statistical Analyses
We tested associations between prescribing indicator 

frequency and radiating distance bands from Puget 
Sound using the Cochran-Armitage test for trend. In 
addition to these large regional relationships, we also 
explored Spearman rank correlations (rho) between pra-
zosin prevalence and the remaining indicator frequencies 
calculated at the facility level, across 138 VHA medical 
centers. Subanalysis included exploration for a pattern of 
geographical differences in the combined utilization of 
prazosin and SSRI/SNRI prescriptions among VHA 
facilities distant to Puget Sound. We used SAS version 
9.3 for all statistical analyses.

RESULTS

The number of Veterans with PTSD seeking care in 
the VHA more than doubled between FY 2006 and FY 
2012, from 300,583 to 640,036. We also identified other 
significant changes in the demographics between FY 
2006 and FY 2012, such as a decrease in average age 
(from 55.5 yr in 2006 to 53.6 yr in 2012), an increase in 
the percent of women treated (6.7% to 8.6%), and 
increase in service connection of at least 50 percent for 
PTSD (54.4% to 60%). Table 1 shows the numbers of 
Veterans with PTSD within each of the distance bands for 
FY 2012, which were similar to the FY 2006 findings 
except for small decreases in the proportion of Veterans 
living within 999 miles of Puget Sound and small 
increases in the proportion of Veterans living between 
1,000 and 2,499 miles from Puget Sound.
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Characteristic 2006, N = 330,583 2012, N = 640,036
Statistics

X2 df p-Value

Age (yr), mean ± SD* 55.5 ± 12.6 53.6 ± 15.3 — 790,695 <0.001
Age (yr), n (%) 37,770 4 <0.001
34 25,456 (7.7) 112,965 (17.6)
   35–44 26,062 (7.9) 69,553 (10.9)
   45–54 51,225 (15.5) 78,750 (12.3)
   55–64 184,000 (55.7) 250,365 (39.1)
65 43,840 (13.3) 128,403 (20.1)
Sex, n (%) 1,079 1 <0.001
   Male 308,497 (93.3) 585,102 (91.4)
   Female 22,086 (6.7) 54,934 (8.6)
VA Service Connection, n (%) 3,511 2 <0.001
   None 91,240 (27.6) 144,551 (22.6)
   10%–40% 59,628 (18.0) 111,313 (17.4)
50% 179,715 (54.4) 384,172 (60.0)
Residence, n (%) 368 1 <0.001
   Urban 238,525 (72.2) 473,438 (74.0)
   Rural 92,058 (27.8) 166,598 (26.0)
Distance from Puget Sound (miles),

 n (%)
316 6 <0.001

   At Puget Sound 7,113 (2.2) 12,018 (1.9)
499 12,829 (3.9) 22,744 (3.6)
   500–999 21,039 (6.4) 38,233 (6.0)
   1,000–2,499 147,029 (44.5) 294,063 (45.9)
2,500 142,573 (43.1) 272,978 (42.7)

Next, we examined the rates of prazosin usage and 
the quality indicator of rates of minimum threshold pra-
zosin daily dosing (6 mg/d) as a function of geographic 
distance from Puget Sound from FY 2006 to FY 2012 
(Table 2). For both study years, the Puget Sound band 
recorded the highest prazosin usage and threshold dosing, 
yet we observed a notable decrease for prazosin utiliza-
tion (34.4% to 29.9%) and prazosin threshold dosing 
(42.6% to 34.6%) from FY 2006 to FY 2012. For all 
other distance bands, prazosin prevalence and threshold 
dosing either increased or remained static from FY 2006 
to FY 2012, except for the 1,000 to 2,499 miles distance 
band, for which there was a decrease of nearly 4 percent 
for threshold prazosin dosing.

We found no clear association between prescribing 
frequencies for other common pharmacotherapies for 
PTSD as distances increased. Table 2 denotes statistically 

significant but very small absolute variations in use of 
these agents over the distance bands; we found no emerg-
ing consistent patterns between the distance bands and 
prescribing frequencies of SSRI/SNRIs and benzodiaze-
pines. In addition, we further explored associations at the 
facility-level among prescribing indicator frequencies. 
Across 138 VHA medical centers in FY 2012, the facility 
level prevalence of prazosin use was associated with the 
proportion of prazosin users prescribed 6 mg/d (rho = 
0.36, p < 0.001), but not significantly correlated with 
facility-level prevalence rates of SSRI/SNRIs (rho =
0.10, p = 0.25) or benzodiazepines (rho = 0.07, p = 0.40). 
Similarly, we observed no discernable geographical pat-
tern for rates of prazosin and SSRI/SNRI combination use 
comparing the Puget Sound region (69.5%) with facilities 
within 500 miles (66.2%), while combination rates were 

Table 1.
Patient characteristics.

*t = 63.50.
df = degree of freedom, SD = standard deviation, VA = Department of Veterans Affairs. 
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Variable
Prazosin 

Prevalence, n (%)

Prazosin 
Minimum Dose  6 mg/d,

n (%)

SSRI/SNRI
Prevalence, n (%)

Benzodiazepine
Prevalence, n (%)

FY 2006, National, N = 
330,583

18,052 (5.5) 4,578 (25.4) 197,213 (59.7) 107,050 (32.4)

Distance from Puget Sound
   At Puget Sound, n = 

7,113
2,443 (34.4) 1,041 (42.6) 4,084 (57.4) 1,965 (27.6)

499 miles, n = 12,829 2,254 (17.6) 595 (26.4) 7,039 (54.9) 3,342 (26.1)
   500–999 miles, n = 

21,039
1,821 (8.7) 401 (22.0) 11,116 (52.8) 6,148 (29.2)

   1,000–2,499 miles, n = 
147,029

7,195 (4.9) 1,736 (24.1) 88,503 (60.2) 49,252 (33.5)

2,500 miles, n = 
142,573

4,339 (3.0) 805 (18.6) 86,471 (60.7) 46,343 (32.5)

Test for Trend
   z-Test –115 –19.8 18.2 14.5
   p-Value <0.001 <0.001 <0.001 0.001
FY 2012, National, N = 
640,036

94,896 (14.8) 19,464 (20.5) 356,622 (55.7) 176,216 (27.5)

Distance from Puget Sound
   At Puget Sound, n = 

12,018
3,591 (29.9) 1,242 (34.6) 6,207 (51.6) 3,151 (26.2)

499 miles, n = 22,744 4,993 (22.0) 1,341 (26.9) 11,244 (49.4) 5,791 (25.5)
   500–999 miles, n = 

38,233
5,615 (14.7) 1,314 (23.4) 18,668 (48.8) 9,674 (25.3)

   1,000–2,499 miles, n = 
294,063

45,723 (15.6) 9,375 (20.5) 166,112 (56.5) 82,287 (28.0)

2,500, n = 272,978 34,974 (12.8) 6,192 (17.7) 154,391 (56.6) 75,313 (27.6)
Test for Trend
   z-Test –57.7 –26.9 27.1 7.9
   p-Value <0.001 <0.001 <0.001 <0.001

75.0 and 74.2 percent for distance bands between 1,000 
and 2,500 miles and 2,500 miles, respectively.

DISCUSSION

This report updates and expands prior work on the 
dissemination of prazosin utilization associated with 
patients with PTSD treated at the VHA. Three key find-
ings emerged:
1. The geographic gradient found in FY 2006 persists in 

the distance bands outside of Puget Sound. In essence, 
the more distant a VHA facility was from Puget 
Sound, the less likely that Veterans with PTSD were 

being prescribed prazosin at all and at the minimal 
threshold dosing of 6 mg/d. While we observed nota-
ble improvements since 2006, there still remained a 
roughly twofold difference in FY 2012 between the 
Puget Sound band and VHA facilities 2,500 miles 
away.

2. Differences between Puget Sound and the immediate 
surrounding area for minimal threshold level dosing 
between Puget Sound decreased from 16.8 percent in 
FY 2006 to 7.9 percent in FY 2012. This finding is 
consistent with less aggressive rates of minimum 
threshold dosing of 6 mg/d at Puget Sound.

3. Prazosin prescribing observed in this study is distinc-
tive with respect to other PTSD pharmacotherapy 

Table 2.
Posttraumatic stress disorder prescribing indicators as function of distance from Puget Sound Department of Veterans Affairs Health Care System 
(fiscal year [FY] 2006–2012).

SSRI/SNRI = serotonin reuptake inhibitor/serotonin norepinephrine reuptake inhibitor.
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practices since both guideline-endorsed (SSRI/SNRI) 
and not endorsed treatments do not exhibit a geo-
graphic gradient based on distance from Puget Sound.

Two additional findings dovetail with these results. 
Although Table 2 demonstrates a (statistically) signifi-
cant trend toward benzodiazepines and SSRI/SNRI pre-
scribing, the absolute differences are essentially 
insignificant in clinical practice. Such findings are com-
monly seen in large observational data analyses. Subanal-
yses of prazosin and SSRI/SNRI combination did not 
reveal a discernable geographic pattern. Taken together, 
these findings support the finding of a geographic gradi-
ent in prazosin use, which can be explained by progres-
sive diffusion of this specific innovation, which has not 
occurred for other medications.

There exists a large and consistent evidence base of 
efficacy for prazosin use in a Veteran population with 
nightmares associated with PTSD. As such, it is an ideal 
medication for evaluation of diffusion patterns to identify 
locations of care where increased dosing or utilization 
may benefit the Veterans with PTSD. Several provider-
based variables likely influence the diffusion of prazosin: 
(1) the degree of provider familiarity and/or awareness of 
the risks and benefits of its use, (2) providers’ evaluation 
or awareness of clinical trial evidence, and (3) providers’ 
general propensity for adoption of new therapies [12].

Theoretically, once fully adopted, the population 
curve of adopters usually follows a bell curve distribution 
with each section of the curve representing groups of 
individuals sharing common characteristics related to 
that innovation. For example, in the smallest group the 
innovators (2.5%) are responsible for identifying and 
defining the benefits of the innovation, which is followed 
by the early adopters (13.5%) who tend to be closely 
associated with the originators or respected thought lead-
ers in their clinical areas. We therefore postulate that pra-
zosin distribution across the VHA may be inhibited by 
limited informational support to mental health providers 
about off-label use of prazosin, related risk-benefit ratios, 
and its clinical indications according to the VA/DOD 
PTSD CPG.

Mental health care providers are responsible for 
approximately 65 percent of the prescriptions for PTSD 
in the VHA system [8]. Therefore, a fundamental issue in 
prazosin use in the VHA may be the degree of familiarity 
and awareness of prazosin risks and benefits, as this drug 
is not in a medication class generally prescribed by men-
tal health providers. The differences observed in prazosin 

dosing across the country may be related to a degree of 
reluctance among mental health clinicians who, in gen-
eral, lack experience in managing blood pressure; this 
may be a required skill when prescribing higher prazosin 
doses indicated for PTSD compared with the lower doses 
used to treat benign prostatic hypertrophy (BPH) or 
hypertension (dosing ranges 1–5 mg twice daily) [13]. 
While hypotensive problems are uncommon in its use, it 
also could be that clinicians outside of Puget Sound may 
be more adept at recognizing the limited effectiveness of 
the higher dosing of prazosin for certain PTSD popula-
tions and therefore have been dosing prazosin less 
aggressively. Elucidation of the exact explanation for 
these observations will require further, more focused 
research efforts. To this end, recent findings by Raskind 
et. al. have noted improved response to prazosin in those 
with elevated baseline blood pressures, providing a bio-
logical marker that may be predictive for prazosin 
response [14]. In a recent randomized controlled trial 
involving 67 subjects receiving prazosin, investigators 
monitored standing systolic blood pressure and ortho-
static blood pressure changes. They reported a correlation 
with adrenergic tone, which in turn was found to be strongly 
associated with PTSD symptom response to prazosin. In 
effect, these parameters could prove to be clinically use-
ful biomarkers of response to prazosin.

Published CPGs strongly support prazosin use for 
insomnia, which occurs in 60 to 90 percent of Veterans 
with PTSD [15–16]. Additional advantages of prazosin 
include the fact that there are few associated side effects 
and the medication is not known as a “psychiatric medica-
tion,” a term that has been shown to negatively affect 
patient treatment acceptance [17]. In conjunction with the 
low cost and broad appeal to nonmental health providers, 
prazosin is also effective in managing other common med-
ical comorbidities (e.g., BPH and hypertension) and there-
fore presents an opportunity to decrease treatment burden.

In face of its potential benefits and few drawbacks, 
the clear persistence of geographic differences in prazo-
sin prescribing since 2004 does remains somewhat trou-
bling. In addition to the factors discussed previously 
pertaining to the theory of innovation diffusion, others 
could account for the observed differences. For instance, 
there may be a lack of individual facility-level champions 
to promote prazosin use in patients with PTSD by dis-
seminating published efficacy data as well as the dosing 
schedule for prazosin. It is also possible that providers 
know about published findings and the VA/DOD CPG 
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but believe the efficacious use of prazosin in PTSD is 
limited because of competing medical comorbidities or 
burdensome side effects related to comorbidity. Finally, 
because the VHA/DOD has not yet endorsed prazosin for 
routine use for the management of global PTSD symp-
toms, some prescribers may simply be reluctant to rou-
tinely recommend prazosin [2].

We acknowledge that this work replicates the some-
what unexpected finding reported by Hermes et al. [9], 
which reported the small decline in the prevalence of pra-
zosin in the Puget Sound VA Health Care System. This 
finding is mirrored by the less aggressive daily prescrib-
ing of prazosin noted in the current study. To address 
these findings, our team personally communicated with 
the local champion* in the Puget Sound region who 
shared that (1) during the period we analyzed he had 
stepped down from his clinical leadership position and 
(2) the team’s clinical experience indicated that prazosin 
was beneficial only for Veterans with PTSD who 
reported traumatic nightmares or who exhibited exces-
sive adrenergic clinical symptoms. This provocative 
observation suggests that future research will find that 
prazosin use is best for an adrenergic phenotype of 
PTSD.† As a result, Puget Sound clinicians became more 
selective and began prescribing prazosin only for PTSD 
patients with pronounced adrenergic tone, rather than for 
all PTSD patients as they had in the past. In addition, 
they found that moderate doses of prazosin (e.g., divided 
doses totaling 6–8 mg/d) seemed to be as effective as 
higher dosing ranges (e.g., >16 mg/d) in many Veterans.

There are several limitations of this study. First, the 
selection of Veterans with PTSD was based exclusively 
on diagnosis codes extracted from administrative data-
bases, a fact that may introduce some error in actual 
PTSD diagnosis [18]. Second, we do not know whether 
prazosin was obtained from non-VA providers. It is 
unlikely that we would identify such a large differential 
in prazosin use even in the face of a possibility that Veter-
ans living farther from Puget Sound may have been more 
likely to receive prazosin therapy from non-VA provid-

ers. Finally, we cannot be certain that prazosin was pre-
scribed for PTSD and not for competing indications such 
as hypertension or BPH. However, prazosin use for these 
indications was infrequent in the VHA over this time 
period and is highly unlikely to fully account for the pres-
ence of a prevalence gradient radiating from Puget 
Sound. Further, the same phenomenon is true for SSRI/
SNRI and benzodiazepines (e.g., SSRI/SNRI use for 
depression, benzodiazepines use for panic disorder).

CONCLUSIONS

Prazosin is an effective and well-tolerated agent to 
manage PTSD-related sleep disorders and has shown 
some efficacy for the management of global PTSD symp-
toms. Even if we combine our findings with those of 
Hermes et al. and Harpaz-Rotem et al. [9–10], there is a 
persistent geographic gradient for utilization and dosing 
of prazosin for Veterans with PTSD. Demonstration of 
the pattern of geographical distribution is limited to pra-
zosin and is not reflective of other PTSD pharmacothera-
pies. Further efforts to improve the dissemination of 
prazosin seem warranted. Dissemination of the recent 
findings of Raskind et al. [3], which predict a favorable 
response to prazosin, may facilitate its use by mental 
health providers more distant to Puget Sound.
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