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Abstract

i. Rationale, Aims and Objectives: Despite guideline recommendations against their use, clinicians prescribe benzodiazepines

for various symptoms to patients with posttraumatic stress disorder (PTSD). Clinicians’ reasons in making these decisions are

not fully understood. This qualitative study sought to characterize factors identified by prescribing clinicians in clinical decision

making in PTSD regarding the use of benzodiazepines. ii. Methods: The descriptive study involved semi-structured interviews

with 26 prescribing clinicians across thirteen VA medical centers. Our overall aim in the study was to explore clinicians’

benzodiazepine practices in veterans with a PTSD diagnosis. We audio-recorded, transcribed, and analyzed the interviews

using grounded theory methodology. iii. Results: Facilitators and barriers that contribute to benzodiazepine prescribing to

veterans with PTSD included organizational, provider, and patient aspects. Most providers interviewed indicated that they

inherited patients already on these medications initiated by other clinicians. These providers, as well as others interviewed,

voiced concerns that tapering benzodiazepines may cause more harm than the risks of maintenance, particularly in older

patients. Clinicians who noted consistent treatment practices among their hospital colleagues found it easier to decrease both

new and maintenance benzodiazepine prescribing. iv. Conclusions: Patients with PTSD at increased risk of harms, such as

older patients, are still receiving benzodiazepines suggesting that innovative solutions are now needed to decrease use. Specific

protocols for inherited patient caseloads, increased dissemination of effective psychotherapies for symptoms such as insomnia

and anxiety and the use of direct to consumer educational materials should help to foster needed culture change and increased

evidence-based PTSD practice.
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ABSTRACT

1. Rationale, Aims and Objectives: Despite guideline recommendations against their use, clinicians
prescribe benzodiazepines for various symptoms to patients with posttraumatic stress disorder (PTSD).
Clinicians’ reasons in making these decisions are not fully understood. This qualitative study sought to
characterize factors identified by prescribing clinicians in clinical decision making in PTSD regarding
the use of benzodiazepines.

2. Methods: The descriptive study involved semi-structured interviews with 26 prescribing clinicians
across thirteen VA medical centers. Our overall aim in the study was to explore clinicians’ benzodi-
azepine practices in veterans with a PTSD diagnosis. We audio-recorded, transcribed, and analyzed
the interviews using grounded theory methodology.

3. Results: Facilitators and barriers that contribute to benzodiazepine prescribing to veterans with
PTSD included organizational, provider, and patient aspects. Most providers interviewed indicated
that they inherited patients already on these medications initiated by other clinicians. These providers,
as well as others interviewed, voiced concerns that tapering benzodiazepines may cause more harm
than the risks of maintenance, particularly in older patients. Clinicians who noted consistent treat-
ment practices among their hospital colleagues found it easier to decrease both new and maintenance
benzodiazepine prescribing.

4. Conclusions: Patients with PTSD at increased risk of harms, such as older patients, are still receiving
benzodiazepines suggesting that innovative solutions are now needed to decrease use. Specific protocols
for inherited patient caseloads, increased dissemination of effective psychotherapies for symptoms such
as insomnia and anxiety and the use of direct to consumer educational materials should help to foster
needed culture change and increased evidence-based PTSD practice.

INTRODUCTION

Over the last decade, the US Department of Veterans Affairs (VA) has implemented initiatives to promote
effective pharmacotherapy treatment of posttraumatic stress disorder (PTSD). Prominent among these has
been the national dissemination of academic detailing (AD), an educational outreach intervention led by
clinical pharmacists that offers best practice in a clinical area such as PTSD by trained educators in the
practitioner’s office.1,2 AD enables pharmacists to use a developed pharmacotherapy dashboard to review

2
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a prescribing clinician’s caseload and medications prescribed for specific patients. Another resource is the
Psychotropic Drug Safety Initiative, the PDSI, a national psychopharmacology quality improvement program
that offers clinicians support by providing hospital data on prescribing measures and didactic lectures on
specific medications.3 Rather than the focus on individual patients seen in AD, the PDSI focuses on specific
pharmacotherapy hospital metrics. Both initiatives have concentrated on veterans with PTSD who are most
at risk from benzodiazepine use including the older veteran population aged 65 and over. The two programs
have been largely successful with only about 10% of veterans with PTSD still receiving benzodiazepine
prescriptions,4 a decrease from 30% we observed a decade earlier.5 The decrease is encouraging, yet the 10%
of veterans with PTSD who are still prescribed drugs from this class of medications, half of whom are over
the age of 65, suggests a knowledge gap between clinician decision making and recognition of the evidence
of harms from chronic benzodiazepine use. It further supports the need to examine the reasons providers
prescribe benzodiazepines to high risk patients to help educators develop new strategies to decrease use.

The 2017 joint VA/DoD (Department of Defense) Clinical Practice Guideline (CPG) for PTSD6 offers
treatment recommendations to guide clinicians in clinical decision making. New in 2017 to the guideline
is a recommendation of trauma-focused cognitive behavioral psychotherapies as first-line PTSD treatment.
Four specific antidepressants are recommended as pharmacologic monotherapy and the revised CPG again
recommends against the use of benzodiazepines due to a lack of efficacy and safety concerns.

Although there are concerns about both short-term and long-term benzodiazepine use, the documented
harms of chronic benzodiazepine use (typically > 3 months) are well-established and include accidents, falls,
hip fractures and cognitive dysfunction.7 These risks are highest in older adults who comprise the majority of
patients with PTSD treated in the VA.8 There is some evidence that chronic benzodiazepine use, especially
in patients with PTSD because of its own unique risk, can lead to the development of dementia; an obvious
concern among older patients.9,10 Recent research also notes immune system harmful effects, a risk that is
particularly relevant now due to Covid-19.11

Concerns around decision making regarding benzodiazepine use in patients with PTSD, however, are not
unique to the VA. The prescribing of benzodiazepines nationally in ambulatory care has increased substan-
tially with primary care visits in the U.S. accounting for about half of all benzodiazepine visits.12 Previous
work examined reasons for prescribing benzodiazepines by primary care providers working in the commu-
nity and found these clinicians doubted the risks of chronic benzodiazepine use and were pessimistic that
patients would agree to tapers.13 Recent research also noted increased rates of benzodiazepine prescribing in
community mental health settings to patients with co-occurring mental health and substance use disorders,
a practice that should be avoided.14 Although our work is concerned with better understanding decision
making regarding benzodiazepine prescribing among US VA clinicians, we believe that it provides general
lessons for clinical decision making for non-veteran patients with PTSD in the US and also in other countries,
particularly those with national healthcare and insurance systems. Similar to such national systems, VA
which is comprised of a nation-wide system of hospitals and outpatient facilities with a shared mission, caring
for the nations’ veterans; and as such, is able to implement system-wide clinical policies and mandates for
improving care and rendering it more compliant with evidence.

METHODS

2.1 Design

This qualitative study is part of an ongoing comprehensive project examining the process of improving the
delivery of evidence-based PTSD care. This early work using grounded theory methodology15 explored
prescribing clinicians’ perceptions of adherence to the CPG recommendation regarding prescribing of benzo-
diazepines to patients with PTSD through analysis of interviews with primary care (PC) and mental health
(MH) clinicians. Our primary aims were to identify facilitators and barriers to PTSD guideline adherence
regarding benzodiazepine prescribing to aid in the development of supportive strategies to de-implement this
practice and improve the care of patients at increased risk of harms.

2.2 Participants and setting

3
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To recruit participants, we selected VA Medical Centers based on hospital-level benzodiazepine data for
patients with PTSD in fiscal years 1999- 2009 based on our larger work.5 We grouped all VA medical centers
based on the degree of change in benzodiazepine prescribing rates in context to their initial frequency of
prescribing into categories. Within each category 3 facilities were selected, considering geographic variance
and number of veterans with PTSD treated. We had previously shown that rural patients treated at VA
facilities had an increased likelihood of receiving benzodiazepines,16 so we selected at least one hospital in
each group that was considered rural. We also noted geographic variation in prescribing benzodiazepines,
so we selected hospitals to represent specific geographic regions. In total 12 VA Medical Centers and 2
smaller rural Community Based Outpatient Clinics were selected for inclusion in the study. Providers from
1 hospital did not respond to recruitment emails, resulting in 13 hospitals in the final sample. We asked
MH leadership from selected hospitals to recommend the names of prescribing clinicians who treat PTSD in
their general mental health (MH) and primary care (PC) clinics. We then randomly selected clinicians (1
from MH and 1 PC) from each hospital to participate. In total, we contacted 42 participants by email to
recruit for participation, 8 failed to respond and 8 declined given time constraints, resulting in a total of 26
clinicians for a 68% participation rate.

2.3 Ethical considerations

After description of the study, all participants gave their informed consent. The Dartmouth College Com-
mittee for the Protection of Human Subjects and the White River Junction Vermont VA Research and
Development Committee approved the procedures for this study (CPHS# 22745).

2.4 Data Collection

Two clinical psychologists (EB and NB), trained in qualitative interviewing, conducted the telephone inter-
views throughout 2012. The psychologists alternated roles, with one serving as the lead interviewer and the
other serving as back-up, taking notes and ensuring all interview topics were covered. A research assistant ob-
served all interviews. The initial interview asked close-ended questions such as the clinician’s department and
length of VA employment. We then began the second part of the interview by asking prescribing clinicians
to describe their overall management plan for a veteran with PTSD. (See Table 1 for topics of the Interview
Guide most pertinent to this study.) Other interview topics included knowledge of the CPG and access to
evidence-based PTSD psychotherapies. Professional transcriptionists produced verbatim transcripts and the
research staff performed quality checks prior to analysis.

2.5 Data Analysis

The researchers reviewed verbatim transcripts and identified broad themes drawing on the interview guide
topics to serve as top-level codes. Examples of top-level codes included factors influencing provider’s rationale
for current treatments as well as those factors influencing treatments that were avoided. Using inductive
and deductive analysis with constant comparison methods that Parker and colleagues developed for similar
qualitative studies, 3 members of the interview team (EB, NB, AJ) each coded one-third of the transcripts
and reviewed 100% of each other’s work.16 We created sub-codes by reviewing the quotes associated with
each top-level code. Each interviewer took one-third of the quotes and applied the sub-codes. A secondary
coder reviewed 25% of the sub-codes and discrepancies were discussed and resolved. We used Atlas.ti V6.2
qualitative data management software to assist with coding and analysis.

Results from the closed-ended questions were included for descriptive purposes only.

RESULTS

Demographic information for the participants is presented in Table 2. Several key themes emerged regarding
factors that contributed to either new prescriptions of benzodiazepines or maintenance of existing prescrip-
tions in veterans with PTSD. We categorized prominent barriers and facilitators as organizational, provider,
and patient factors (See Table 3). Beliefs around these factors were similar between PC and MH providers.
Where they are not, we describe these differences. Identified facilitators contributed to both decreased inci-
dence and prevalence of benzodiazepine prescriptions, suggesting that such factors could help de-implement

4
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the use of benzodiazepines by reducing new prescriptions as well as renewal prescriptions.

3.1 Barriers to Guideline-Concordant Benzodiazepine Use in Veterans with PTSD

3.1.1 .Organizational barriers . The most common organizational barrier mentioned by both primary
care and mental health prescribing clinicians was “inheriting” large caseloads of patients on chronic benzodi-
azepines. Many clinicians placed responsibility of initial prescriptions onto “older” prescribing clinicians who
retired. Clinicians discussed facing caseloads that included many older-era veterans with PTSD maintained
on benzodiazepines and unwilling to give them up. For example, a psychiatrist based in Mental Health
reported, “I could almost see a patient and just look at what meds they are on and make a good guess as to
which older physician had been treating them.”

Although most prescribing clinicians who had been in their jobs for a decade on average agreed that the
inherited caseloads of patients on benzodiazepines were problematic, they did not agree on how to treat
them. Some clinicians who reported that they never or rarely write initial benzodiazepine prescriptions,
argued they did not necessarily believe that discontinuation or tapering for the older “inherited” patients
was imperative. They questioned the necessity of trying to taper the patient if it appeared that the patient
was doing well for the time-being.

We’ve got a few prescribers [who have] been around here a while. It seems like everybody they see is on
something like that or they’re continuing or starting it. A lot of it is the older prescribers and the patient
already has 100% disability. They get started on these medications and at this point, it’s not going to hurt
them to stay on them. [Psychiatrist, MH]

Some clinicians reported that they did not feel their facility leadership supported efforts to decrease the
prescribing of benzodiazepines.

In the past, if you had a patient who was unhappy with you, they would just run upstairs to the ‘QUAD’
and talk to the leadership secretary. Next thing you know, I’m getting call saying either give them the benzo
or give them another provider. [Physician’s Assistant, MH]

Most primary care providers said they believe that it is chiefly mental health’s responsibility to make the
decision to maintain or taper benzodiazepines and questioned the necessity of discontinuation in older vet-
erans who are doing well. This is in part because primary care providers believe they do not have the time
or resources to devote to this time-intensive work.

I don’t want to step on Mental Health’s area and yet there is so much of an overlap between what we do and
what they do. But in these areas, like maybe sleep problems, where it is kind of theirs and kind of mine,
there’s sort of a song and dance there. I send a lot of emails suggesting maybe you consider prescribing
something else. [Physician, PC]

Organizational factors such as documentation burdens and decreased time prescribing clinicians now have
available with their patients may also play a role.

We need more time with the patients and the VA seems to be continually adding new screens and forms and
making it harder for us. It’s sort of like you are running a 400-meter dash and they want you to run faster,
but they then keep adding 5-kilogram weights to the backpack you are carrying. [Psychiatrist, MH]

3.1.2. Provider barriers . Provider factors that contributed to both increased incidence and prevalence
of benzodiazepine prescriptions included the belief that there are complex symptoms best managed by these
agents. Sleep and anxiety problems were prominent symptoms mentioned in the interviews as reasons to
prescribe benzodiazepines but none of the providers intended to keep patients on them for long-term. There
were concerns that depression and anxiety associated with PTSD increase the risk of suicide and that a
benzodiazepine would decrease that risk.

They come back and say that they still have insomnia and look exhausted. We use Ambien® [zolpidem] . . .
and that will be for sleep; then trazodone is our backup medication. For anxiety, then I’ll use lorazepam and

5



P
os

te
d

on
A

u
th

or
ea

1
D

ec
20

20
—

T
h
e

co
p
y
ri

gh
t

h
ol

d
er

is
th

e
au

th
or

/f
u
n
d
er

.
A

ll
ri

g
h
ts

re
se

rv
ed

.
N

o
re

u
se

w
it

h
ou

t
p

er
m

is
si

on
.

—
h
tt

p
s:

//
d
oi

.o
rg

/1
0.

22
54

1/
au

.1
60

68
29

66
.6

66
16

38
7/

v
1

—
T

h
is

a
p
re

p
ri

n
t

a
n
d

h
a
s

n
o
t

b
ee

n
p

ee
r

re
v
ie

w
ed

.
D

a
ta

m
ay

b
e

p
re

li
m

in
a
ry

.

explain to the patient that it is temporary, we don’t plan to keep them on it for years. [Psychiatrist, MH]
I do sometimes prescribe clonazepam for someone who has suicidal thoughts. There is evidence that using
something like clonazepam or an atypical can take the edge off the anxiety and help with suicide. So, I don’t
use it a lot, but I do when that is a concern. [Psychiatrist, MH]

Prescribing clinicians mentioned that they occasionally use benzodiazepines to “kick-start” an SSRI, parti-
cularly in Primary Care where patients cannot be seen again for several months. Providers said that they use
the benzodiazepines until they can get the patient into a psychotherapy treatment. Providers also report that
they have their own concerns about the guideline-recommended antidepressants. They indicated concerns
about patients not receiving full therapeutic dosage levels and about how these drugs might affect women,
especially in pregnancy.

One of the things that we sometimes struggle to know is whether they have had an adequate trial before
they’ve been moved on to other medications, or other medications have been added on top of the SSRI.”
[Psychiatrist, MH] Pharmaceutical and medical fields have not given strong and consistent recommendations
about these agents, in particular SSRIs, in pregnancy, using them, not using them, which to use, which not
to use, etc. So it is really nervous-making.” [Psychiatrist, MH]

Finally, clinicians mentioned a lack of awareness about other effective treatment options in their own hos-
pitals. They discussed discomfort about a severe “type” of PTSD, lack of knowledge regarding complex
comorbidities, and the fact that the CPG does not go far enough to help. The providers made specific re-
quests for education and guidance in these areas. This need was especially true for those new to the VA
healthcare system and those within PC rather than MH.

Initially, I was just looking for some guidance. I was rather confused just first coming to the VA and trying
to understand where you start treating somebody with PTSD pharmacologically. [Psychiatrist, MH] There’s
also the factor that no one on my team I really feel is competent to do that [follow-up with patient by phone
regarding medication management] as well as far as I could ask a nurse to do that for diabetes. I don’t even
go there with my nurse trying to figure out what to do with the PTSD. [Physician, PC]

3.1.3 . Patient barriers. Patient factors that the clinicians identified included patient requests for benzodia-
zepines and concerns about antidepressants side effects. First and foremost was the concern that for many
patients, antidepressant medications are stigmatizing. Younger patients did not want to be on long-term
medication.

I think one of the biggest obstacles as far as – well, not necessarily initiating SSRIs, other than the patient
being hesitant to start a med if they have never been on one before– I think there’s a lot of stigma associated
with the antidepressant medication to this day. [Behavioral Health Pharmacist, PC]

Finally, because the US VA system provides benefits for service-connected disabilities there may be perceived
economic disincentives for deprescribing medications. Many veterans fear that if they show improvement
indicated by a reduction in medications, they will lose their benefits.

Who knows how true it is, but truth doesn’t matter; it’s the rumor that exists, that creates this scare of
somebody even documenting just in the notes. . . of somebody getting better and this person having their
benefits reduced. [Psychiatrist, MH].

Although this may appear to be a VA specific problem, it could generalize to any system that serves patients
whose healthcare coverage depends on a disability or other type of diagnosis such as American patients who
receive Social Security Disability payments and associated medical insurance. Of course, in countries where
there is universal healthcare, this barrier would not arise.

3.2 Facilitators of Guideline-Concordant Benzodiazepine Use in Veterans with PTSD

3.2.1. Organizational facilitators. Organizational factors that contributed to decreased prescribing of
benzodiazepines for PTSD include consistent facility treatment practices and research presentations such as
in journal clubs that present up to date findings.
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Fortunately, the other psychiatrists in this clinic, we’re all on the same page regarding that, so there is
consistency throughout the clinics which makes it easier when we have substance-seeking. [Psychiatrist, MH]

Some clinicians reported that flexibility with their schedules to have time to use shared decision making
practices and discuss safer options is critical; they rarely write initial benzodiazepine prescriptions. Another
organizational factor that helped decrease benzodiazepine prescribing was integrated MH clinical teams that
include psychologists and geriatric specialists who facilitated safer treatments for veterans.

I feel very lucky to work as closely as I do with the psychologists here and to have an integrated team so
that when these treatment questions come up, the patient can talk about it with the psychologist and me,
discuss cognitive behavioral therapy, and formulate a treatment plan. [Psychiatrist, MH]

3.2.2 . Provider facilitators. Clinicians discussed strategies they use including psychoeducation with the
patient to discuss potential harms and working to build rapport. For example, a prescribing clinician in
Primary Care noted “A lot of this involves educating the veteran about medications and how they work.
With benzodiazepines I discuss the risks of how they can be habit-forming and things like that.”

The funny thing about the VA is, while your patient can fire you, you really can’t fire your patient. And
so. . . meaning, you just create another problem for somebody else if that person walks out of that meeting
with you. . . So, I guess I just keep trying to build that trust. [Psychiatrist, MH]

Prescribing clinicians in both PC and MH were aware of the CPG recommendation against chronic benzo-
diazepine use in patients with PTSD and felt supported by it.

I think that it is helpful that the PTSD Clinical Practice Guideline is so clear about benzodiazepines and
it’s nice to be able to provide that with certain providers that have had a difficult time understanding that.
[Psychiatrist, MH] Obviously being a prescriber, I will talk to them about the medication options and be
very frank about the limitations of medications, in the sense that they can help with some depression and
anxiety, but at least in the context of starting an SSRI as a first-line agent. But I’m always planting the seed
of how helpful psychotherapy can be, and then we can get more into that discussion, so I’m always pushing
that. [Psychiatrist, MH]

3.2.3. Patient facilitators. The most often cited patient facilitator was established rapport and trust in
the prescriber.

. . . you need to spend time with them to keep them engaged because on the first visit if the impression they
have is not good, they’re not coming back, they go back to alcohol. [Psychiatrist, MH, Medical Director for
PTSD].

Patients’ reports of unwanted symptoms can provide an entrée for providers to being discussions about
reducing dosages.

It depends on what they complain about as far as symptoms that allows me to get that hook – if they’re
complaining of attention, concentration and memory, which they usually do, that is usually sometimes an
appeal to try a lower dose. [Psychiatrist, MH].

DISCUSSION

This national qualitative study of VA prescribing clinician examined perspectives regarding the use of chronic
benzodiazepines in veterans with PTSD. It is encouraging that compared to work done with community
physicians,13 VA clinicians acknowledge problems associated with benzodiazepine overuse. Judging from
the VA’s decreased utilization rate, progress has been made.4 However we still see veterans with PTSD at
increased risk of the harmful effects chronically prescribed these medications.4 In this study, we identified
factors that contribute to new prescriptions as well as maintenance among both MH and PC clinicians that
can help us understand how not just VA but community healthcare systems might design future efforts to
promote change.
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Unfortunately, many clinicians and patients have found benzodiazepines effective, are unaware of harmful
side effects and have not attributed adverse impacts to them. Caseloads of patients on benzodiazepines get
passed on to new providers when a prescribing clinician leaves, and the new provider doesn’t have time
to taper these patients. Specific protocols that address how to handle inherited caseloads and education
about complicated PTSD with multiple comorbidities will help providers make safer, informed decisions.
Enlisting the help of clinical pharmacists to support patient tapers through these protocols can ease the
burden on busy clinicians. Some providers, however, are still not convinced that benzodiazepines pose risks
and, in some cases, believe there are continued benefits, particularly among older veterans who appear stable.
Outreach education to these providers, to facility leadership and directly to the veterans and families to share
recent research findings can improve this knowledge gap. Finally, several providers mentioned prescribing
benzodiazepines to decrease suicidality. Suicide is indeed a significant risk for this population especially
among older veterans; the majority of suicides in 2016 in VA occurred in those over 55.17 Evidence suggests,
however, that rather than reduce suicide, there is an almost 3-fold increase in suicide risk in PTSD patients
prescribed benzodiazepines.18 Including this information in educational materials for prescribing clinicians
and sharing through direct mail with patients and families is critical.

Fortunately, the practice guideline recommends treatments that offer several safer effective alternatives.
One solution to the benzodiazepine problem is to increase the use of SSRIs and/or trauma-focused psy-
chotherapies that help target anxiety and insomnia while reducing overall PTSD symptoms. SSRIs are the
recommended first-line treatment for anxiety and there are effective cognitive-behavioral therapy (CBT)
protocols.19 The efficacy of brief CBT for insomnia, CBT-I , continues to grow and favors its use over many
pharmacotherapies.20 Clinicians in this study reported they often do not offer psychotherapy as an option
because they are unaware of its availability in their facility and because of administrative difficulties in
access and consult processes.21 If providers are to benefit from effective psychotherapy alternatives, then
administrative solutions such as a consult direct to a CBT-I provider could ease access problems. It is also
critical that specialty care clinicians communicate with prescribing clinicians about the treatments available
and encourage referrals.

We heard from clinicians that consistent care across services regarding the use of benzodiazepines made it
easier for them to turn down requests for renewals or new prescriptions. Collaboration between prescribing
providers can foster a consistent guideline concordant standard of care. Currently, although MH specialists
who best understand the risks of benzodiazepines, prescribe the majority (70-80%) of these drugs,22 there has
been an alarming increase in benzodiazepine prescriptions by PC providers who may be less knowledgeable
of the CPG.12 Coordinated care can help to avoid problems such as a patient successfully tapering only to
see a different provider in another clinic or in the community to start the medication again.

Clinicians identified other organizational changes that can foster guideline concordant prescribing. For ex-
ample, providers can ensure the sharing of psychoeducational strategies and brochures including direct-to-
patient educational materials that highlight potential harms,23,24,25 methods to engage patients and build
trust, tapering clinics and success stories of patients who have lowered their dose, switched to a safer, long-
acting agent, or tapered from benzodiazepines.26 Instituting journal clubs and online courses that share new
knowledge about PTSD psychopharmacology including SSRIs can help change the prescribing culture in a
facility as well as sharing team approaches to assist with deprescribing. Finally, reducing benzodiazepines in
veterans with PTSD aligns with national VA suicide prevention efforts. It is therefore critical that clinicians
make appropriate clinical risk-benefit decisions concerning prescribing of these medications.

Limitations

There are several limitations to our findings that we should note. First, our intent was to describe barriers
and facilitators participants face in the use of benzodiazepines for PTSD, not to judge the correctness of
individual decisions. Some use of benzodiazepines may be justified but the trend of continued prescribing in
what might be considered “high risk” subgroups such as older patients warrants additional actions. Second,
patients’ perspectives are critical. We had to rely on provider feedback about patient level barriers and
facilitators, so patient voices should be reflected in future research. Finally, our findings are most applicable
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to providers working with military veterans who suffer from PTSD and are treated in the US VA health care
system. As we observed above, however, we believe there are lessons learned from this work to help inform
overall clinical decision making, especially for large national health systems which share some structural
features with VA.

Conclusion

Due to the growing risks associated with benzodiazepines and their lack of efficacy in the treatment of PTSD,
it is worthwhile for the VA and other healthcare systems to implement strategies that address the barriers
and facilitators to guideline concordant treatment identified through this work. To do this, we must find
ways, whenever possible, both to encourage tapering among patients already on these drugs and limit new
prescriptions. Effective strategies to taper benzodiazepines exist but are time-consuming and providers need
support to implement them.27 Hospital leadership needs to support culture changes and dissemination of
evidence-based practices to encourage taking on this difficult task. VA has undertaken several steps to im-
prove PTSD treatment practices that include dissemination of evidence-based psychotherapy, consultation
for complex comorbid cases through the PTSD Consultation Program, and funding PTSD pharmacotherapy
research to improve prescribing practices and discover new, safer alternatives to benzodiazepines. It will be
essential as we continue to move forward to monitor the progress of these steps and the impact on care,
particularly in older patients at greatest risk and who are least likely to be offered first-line psychotherapy
treatments for PTSD.17 Ultimately, the results of these efforts should result in continued decreases in utili-
zation of these medications and improved access to effective treatment alternatives among all patients with
PTSD.
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