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of PTSD diagnoses in VA adminis-
trative data: Comparison of VA
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48(1):21-30. Available from: http://

www.rehab.research.va.gov/jour/
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Posttraumatic stress disorder
(PTSD) is a major focal point for
Department of Veterans Affairs (VA)
research and policy. Spanning more
than 10 years and covering over 7 mil-
lion enrollees, the VA administrative
data repository represents an irreplace-
able resource to optimize care for vet-
erans with PTSD. Yet to make use of
this resource, we must understand how
to appropriately identify individuals
with PTSD. With this in mind, we read
the recent article by Gravely and col-
leagues with great interest [1]. To
briefly summarize, the authors exam-
ined the validity of two different
administrative data-derived definitions
of PTSD using a mailed, self-reported
PTSD Checklist (PCL) score with 50
as the gold standard [2]. The authors
compared the positive predictive value
(PPV) of one or more administrative
records versus two or more adminis-
trative records indicating PTSD. The
principal finding was that PPV
improved from 75 percent when
requiring just one PTSD code to 82
percent when requiring at least two.
From this, the authors concluded that,
“To select a sample of veterans with
more definitive PTSD from adminis-
trative data, researchers should select
those veterans with at least two PTSD
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diagnoses as opposed to at least one
[1].” However, we are concerned that
this conclusion, particularly the term
“definitive PTSD,” could be misunder-
stood and misapplied.

Our primary concern is that the
purported false positive cases are
composed of two subgroups that
address different validation issues.
Without this distinction, the findings
are more challenging to interpret. The
first subgroup of false positives con-
sists of veterans where PTSD was not
diagnosed clinically, but an errant
PTSD code was present in the admin-
istrative data. This subgroup addresses
validity in terms of whether the
administrative data accurately reflects
the clinical care that was delivered.
The second subgroup consists of vet-
erans given a PTSD diagnosis by a VA
clinician, and thus the administrative
codes accurately reflect care, but the
veteran does not actually have PTSD.
This subgroup addresses validity in
terms of the accuracy of VA clinicians
in diagnosing PTSD. Ideally, two PPV
estimates would be known: (1) the
PPV of administrative PTSD codes for
clinician diagnosed PTSD, and (2) the
PPV of clinician diagnosed PTSD for
PTSD diagnosed by gold standard
evaluation. This is an important dis-
tinction because the target population
for many VA investigators may be
veterans clinically diagnosed with
PTSD, and whether these individuals
met formal diagnostic criteria is less
relevant. Such investigators would
only be interested in the first PPV esti-
mate, and not a conflation of the two.

While we cannot be certain what
proportion of the false positives fell
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into these respective subgroups, some
indirect evidence can be gleaned from
the distribution of PCL scores in Table
1 of the original article. There was a
small percentage of cases (2—4%) with
scores below 30, suggesting a small
base rate of errant PTSD codes. There-
fore, the PPV for a single administra-
tive PTSD code in identifying clinician
diagnosed PTSD, which could be
more relevant to many VA investiga-
tors, may be upwards of 95%. In con-
trast, the majority (>80%) of false
positive cases had some appreciable
level of PTSD symptoms (PCL scores
from 30-49), suggesting that the PPV
estimates were largely driven by dis-
agreement between the PCL cutoff
score and clinician coded PTSD. How-
ever, as fully acknowledged by the
authors, the PCL screening question-
naire does not yield a gold standard
diagnosis. The most direct interpreta-
tion of this study is that requiring two
PTSD codes generated a marginally
more symptomatic group, but in the
absence of a gold-standard diagnostic
evaluation, it remains unknown
whether less symptomatic patients
were less likely to have PTSD. There
are probably remediable barriers to
improving the accuracy of diagnosing
PTSD, a vital area for VA research and
practice. However, it is not clear
whether more confidence should be
placed in PCL scores than VA clinical
practice for diagnosing PTSD, thus
making the PPV estimates reported in
this study difficult to interpret.

A related concern is that the
authors did not discuss the potential
impact of selection bias created by
excluding veterans with only one
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PTSD code. Table 3 of Gravely et al.
shows that going from one to two
diagnostic codes excluded 40 percent
of the initial sample. As demonstrated
by the authors, patients with two or
more PTSD codes are different in
many important ways from patients
with only one code. Of particular con-
cern, their PTSD symptoms could be
more severe and chronic, and they
probably have more complex medical
comborbidities. Therefore, it is ques-
tionable whether results obtained from
patient samples selected by this algo-
rithm can be generalized to the broader
PTSD population. For many research
applications, a nominal increase in
PPV may be offset by the loss in gen-
eralizability. Including this important
trade-off in the abstract would have
allowed the reader to make a more bal-
anced evaluation of the benefits and
consequences of applying the two
algorithms.

We conclude that PTSD case defi-
nitions derived from administrative
data should be selected based on
project-specific objectives. While the
authors acknowledge this point in their
discussion, we are concerned by the
omission of important information
from the abstract. Many readers will
stop at the abstract and may come
away with the singular conclusion that
two diagnostic codes should always be
required to identify PTSD in VA
administrative data, with limited
understanding of the generalizability
of these findings. Clearly, requiring
two PTSD codes yields a more symp-
tomatic PTSD cohort. However, it is
unknown whether veterans with sub-
threshold PCL scores truly did not
have PTSD, and the potential conse-
quences of excluding these individuals
are substantial. We share common
ground with the authors in stating that
different PTSD case definitions pro-

duce different clinical populations and
that characterizing these differences
remains a crucial research need.
Despite our differences in interpreta-
tion, Gravely and colleagues should be
commended for providing the VA
PTSD research community with this
important contribution.

Brian C. Lund, PharmD, MS;'™
Thad E. Abrams, MD, MS*~2
ICenter for Comprehensive Access &
Delivery Research and Evaluation at
the lowa City VA Medical Center, lowa
City, 1A, 2Division of General Internal
Medicine, Department of Internal
Medicine, University of lowa Carver
College of Medicine, lowa City, IA
“Email: Brian.Lund@va.gov
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RESPONSE

Dear Editor:

We would like to thank Drs.
Lund and Abrams for their careful
review and thoughtful comments
about our article. Hopefully, we will
be able to clarify the points they raise
in their letter.

There were two main concerns
raised in the letter. Their first concern
is about potential error in the PTSD

administrative diagnoses, either by
clerical error or clinician error. We
agree that there is error and that these
are two distinct sources of diagnostic
error that we did not specify in our
article. In our study, specific efforts
were made to avoid clerical errors.
Cases were not included in which a
PTSD diagnosis was recorded as part
of a “compensation and pension”
evaluation or research visit. We also
did not include cases that were given
in ancillary medical clinics such as
audiology clinics. We estimate that
less than 5 percent of PTSD diag-
noses in the larger primary sample
were because of clerical error given
the number and type of appointments
that were changed after quarterly
review (2.6%). This information was
recently gathered as part of the main
study on which this article was based.

The potential for clinician diag-
nostic error is an unstated assumption
of our article, and is part of the ratio-
nale for the study. Although we may
not have been sufficiently clear, the
goal of the study was to identify an
algorithm that could be used to iden-
tify a sample of veterans with probable
PTSD in administrative data given that
clinical diagnoses are not always accu-
rate (particularly if one is interested in
a current diagnosis vs a lifetime diag-
nosis). If clinical diagnoses were
always accurate, no algorithm would
be needed. The authors’ concern rests
on our use of a PTSD Checklist (PCL)
score over 50 as our confirmatory cri-
terion. In part, the disagreement is
semantic in nature. While we explic-
itly state that the PCL is not a gold
standard, we also use language
suggesting that the PCL provides diag-
nostic validation. It is understandable,
therefore, that our intent might not
have been clear. However, Lund and
Abrams take issue with our use of the
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PCL at all since we risk a potentially
high false-negative rate using a cutoff
of 50. If we are using the PCL as a
diagnostic tool, their concern would be
well placed—it is a strict criterion
even when the base rate of PTSD is
high, as would be true in our sample
[1-2]. The study goal was not to iden-
tify all possible cases of “true” PTSD,
but to demonstrate the effects of differ-
ential selection criteria depending on
how much diagnostic certainty was
required by the study in question and
showing variations by subgroups of
interest. For example, a study designed
to test a new pharmacologic agent to
treat symptoms of PTSD would be
better served by a sample that is more
symptomatic and certain to meet cur-
rent criteria for PTSD. In contrast, a
study examining the relationship
between psychiatric diagnosis and
adherence to a diabetes treatment in a
large sample would be better served
using a single PTSD-related appoint-
ment criterion. Importantly, we agree

with the authors that sampling from
administrative data should be based on
“project-specific objectives.”

The second point raised by the
authors rests on whether our algo-
rithm is generalizeable to the broader
PTSD population. Specifically, they
state, “. . . patients with two or more
PTSD codes are different in many
important ways from patients with
only one code. Of particular concern,
their PTSD symptoms could be more
severe and chronic, and they probably
have more complex medical comor-
bidities. Therefore, it is guestionable
whether results obtained from patient
samples selected by this algorithm can
be generalized to the broader PTSD
population.” We do not disagree with
this assertion, and note that whether
this is a problem depends on the goal
of the study. Our study helps research-
ers understand in what ways their
sample might be biased by using one
versus two PTSD-related appoint-
ments for their sample selection.

Letters to the Editor

Again, we would like to thank
Lund and Abrams for their insightful
comments. It is our hope that this
discussion spurs more research on
this very important topic.

Amy A. Gravely, MA

Minneapolis VAMC, Center for
Chronic Disease Outcomes Research,
Minneapolis, MN

Email: amy.gravely@va.gov
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