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INTRODUCTION

Since the introduction of posttraumatic stress disorder (PTSD) to the psychiatric nomen-
clature, most research has focused on methods to define, assess, and treat it. However,
defining the disorder has been difficult and remains the subject of debate despite the fact
that there is a current definition used for diagnosis and classification by the Diagnostic and
Statistical Manual of Mental Disorders, 4th Edition (DSM-IV-TR; American Psychiatric
Association [APA], 2000) and by the International Statistical Classification of Diseases
and Related Health Problems, 10th Revision (ICD-10; World Health Organization
[WHOJ, 1992). The identification threshold of PTSD is hard to pinpoint and has created
4gap in the literature. Research on proper and specific treatments has proved difficult, par-
ticularly in combat and in peacekeeping veterans afflicted with PTSD (Shalev, Bonne, &
E&iigiﬁ)- According .to Forbes, Creamer, Hawthorne, Allen, and McHugh (2003), many
e ave reported significant residual symptomatology after treatment and considerable
i geneity of response to treatment, with the majority of trauma victims (i.e., veterans)
ing little from most models of intervention.

Zooicfr:igsgt:sﬁiies .by Zlotnick, Franklin, and Zimmerman (2002) and Marshall et al.
chinitions . S:; eS;:;lar problem fgr using universal dlagnosgs to conEreEtuahze- operatllggal
the criteri o 1:, stress reactions, and stress—related.dlsprders. e :rary_mg qualities
Phic” disordar (Sol the symptoms that make up those criteria expose a labllg, polym.or—
Variabihty Whenodofrln o8 '1993, p. 104). This polymorphic disorder is charactenlzed by high
manifestations efined in empirical studies and demonstrates rapid changes in temporal

true difficuly fEOm one period to the next. The heart of the threshold debate lies in the
Ritings, Chgiole“abhshmg a one-size-fits-all diagnostic yardstick. As with most clinical
cal social workers and military mental health professionals in most armed
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groups (€.g., survivors of sexual assault, motor vehicle accidents, and com-

i z‘r,ri\\'k . . ; g )
Ct‘mm;w wtes can be substantially higher (APA, 2000). At this writing, veteran PTSD
ath ¢ ‘u the contlicts in Iraq and Atghanistan are thought to be 12.5% and are some-

\;t-ﬂ“ - Y v Lt © N ae AN "
e opsistent with previous contlicts such as Vietnam at 15% and Desert Storm at 9%
(028 S
what ¢

"4 (Hoge €t al.. 2004: Kulka et al., 1990; Stretch et al., 1996). However, some studies

e chat fwo OF ATt deployments could increase rates of PTSD in veterans (Yarvis et al.,
d“\\\- .

",_\\n;; Yarvis
- l\TSl\ N

gpon the €t

& Schiess, 2008).

anique among psychiatric diagnoses because of the great importance placed
ological agent, that is, the traumatic stressor. In fact, one cannot make a PTSD
agnesi uanless the client has'actgally met the “stressor criterion,” which means that he
\r‘;he has been expgwsed to a hls(‘Ol‘lCRl event that is considered traumatic. Clinical experi-
:»nce wich the PTSD diagnosis has shown, however, that there are individual differences
qarding the capacity to cope with catastrophiﬁc stress. Therefore, although some people
ex}w\ws&i to traumatic events do not develop PTSD, others go on to develop the full-blown
sndrome. Such observations have prompted the recognition that trauma, like pain, is
qot an external phenomenon that can be completely objectified. Like pain, the traumatic
experience is filtered through cognitive and emotional processes before it can be appraised
o5 an extreme threat. Because of individual ditferences in this appraisal process, different
people appear to have different trauma thresholds, some more protected from and some
more vulnerable to developing clinical symptoms after exposure to extremely stressful situ-
ations. Although there is currently a renewed interest in subjective aspects of traumatic
exposure, it must be emphasized that events such as rape, torture, genocide, and severe war
Jone stress can be experienced as traumatic events by nearly everyone. However there are

some unique features of PTSD in warrior populations.

PTSD in Combat Veterans

There is growing evidence that physical injury during deployment is associated with a

higher prevalence of mental health issues postdeployment. Military personnel are return-
ing from combat with different levels and types of injuries than in previous wars. This is
partially due to more rapid and sophisticated medical response on the battlefield and to
improved protective equipment such as Kevlar vests. These protect soldiers from mortal
internal injuries but not from extremity trauma or concussive brain injuries. Recent studies
detailing the most common injuries have found that approximately one half involved the
head or neck. The great majority of injuries were due to explosions, and many involve
$:§ tlzan one area of the body (polytrauma). Several studies from the Defense and
Umerr:;t}i Brain Injury Center (DVBIC) of soldiers returning from Afghanistan ot Iraq doc-
Oof € occurrence of traumatic brain injury (TBI) in many service personnel..Chapter

t is handbook discusses traumatic brain injury in the military in further detail.

ighe Il.wsrteor-yl of experiencing physical injury during deployment is associated with a
Vey of solc;a ence of PTSD postdeployment. Taber and Hurley (2009) note a recentosur—
il p‘e:rs following their return from deployment with findings shoytr}g t}}at 9% of
e g asnilel who had not been injured while deployeq sc.rec.ened positive for PTSD.
Fitale almost doubled (16%) in those reporting bodily injury du?mg deployment.
S similar to that of past veteran studies assessing the increased risk for PTSD due
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History of PTSD N L
The diagnosis of PTSD was created to fill a gap in the prevailing psychiatric understanding

by acknowledging that extremely traumatic events could produce chronic clinical disorders
in normal individuals. The idea that stress could contribute to psychiatric symptoms has its
roots in the early disaster literature, and the notion that stress stimulates psychiatric illness
in normal individuals predates formal nosologic classifications systems (Kaplan & Sadock,
1998). A chronology of the history behind PTSD is summarized in Figure 6.1.

The Evolution of Contemporary Theories of PTSD
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¢l Pepys captures his posttraumatic reactions to the Great Fire of

; Diary of Samu
166 London:
(Combat Stress reactions among Swiss soldiers documented by Napoleon's field surgeons.
1812 Miligary surgeons document combat trauma as Da Costa’s syndrome, nostalgia, or sol-
1865 diet's irritable heart.
Charcot recognizes that “railway spine” was a functional disorder characterized by
1885 p-.‘mlvsiﬁ and chronic pain after railway accidents. [
29 Oppenheim coins the term “traumatic neurosis” to describe a “molecular derangement |:
183 of nerve rissue.” ,
| g8 Ereud suggests that paralysis and other neurotic symptoms in women were antecedents |
8Y. .ow {
e to “hysteria. g
| 1919 Frederick Mott and Ernest Southard document the neurological and psychological
| ¢ cus of war. “Shell shock” described by T.W. Salmon.
| eftec y |
! {
i 1943 Adler describes “post-traumatic mental complications” in the survivors of the Boston
Cocoanut Grove Fire. g
; , i
‘ 1945 Grinker and Spiegel enumerates symptoms of “combat neuroses” in “returnees” from
' s
: World War IL \
1952 DSM-I with diagnosis of Gross Stress Reaction addressed the “severe physical demands
or extreme stress such as in combat or in civilian catastrophe” (p. 40) in response to
| problems observed in survivors of World War II.
1962 Buchenwald Syndrome documented in concentration camp survivors.
1968 The APA’s Committee on Nomenclature and Statistics omits gross stress reaction and
| introduces “transient situational disturbance” in the DSM-II.
1974 Burgess and Holmstrom introduce the idea of Rape Trauma Syndrome.
1975 Delaved Stress Syndrome introduced by Horowitz and Solomon after study of veterans
y Yy Y Y
who had served in Southeast Asia.
1980 Posttraumatic stress disorder established in the DSM-IIL,

| 1987 DSM-ILR.
' 1992 ICD 10 establishes different criteria for posttraumatic reaction than DSM-III-R.
’ 1994 Acute stress disorder established along with DSM-IV.

;2000 DESNOS—Disorder of Extreme Stress Not Otherwise Specified established in
{ DSM-IV-TR.

—_—
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1 Chronology of the historical roots of posttraumatic stress disorder
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f World War Il or Korean conflict veterans were performed in the 1970s
out Vietnam veterans lu.'gnn l‘f) cmeryge. The exceptions seemed to focus m;
ot war (l‘U\X/).—Fm' example, Klonoft et al. (1976) reported on the MMPI profiles
5y " Heche (1975) reported on POWs physical and mental health, Most studies
of \“\‘; ;lmt prisoners interned by the Japanese or Koreans were more symptomatic than
‘_L:ﬂ:,::crﬂt‘d by the Germans. .
those " the formalization of PTSD as a ydiugnnsis, isolated case studies began calling
;\tff“ o the fact that some veterans of wars prior to Vietnam had TSI, Van Dyke,
qetentie « Mekinnon ¢ 1985) reported on a World War Il combat veteran who had been
zilberg: * oning antil a medically necessary retirement at age 53, when he began to exp?:,
hat nightmares for the first time. Subsequent to further medical problems, the

Few grudies ¢
qaticles ab

1

well functi

e com
ran developed PTSD: \ .

£or veterans of World War 11, PTSD would have been viewed as traumatic war neurosis.
occurring among combatants in a combat area with a relatively high degree
Focal points would be on guilt about killing or assailing defenseless enemy
her military or civilian, as an important factor in the precipitation of a trau-
qatic war DNeurosis. Traumatic war neurosis was also seen as occurring in conjunction with
physical injury: An overidealization of the pretraumatic history was viewed as occurring in
cases of traumatic war neurosis. The monotonous repetition of the traumatic war experi-

d combat dreams in cases of traumatic war neurosis was seen as being caused by

|t was seen as
of fmquenCY-
personnel, eit

ences an
the transformation of the world into a threatening place.

Veterans of Vietnam were often pathologized for both psychological and sociological
reasons. PTSD was coined during that war, and it was noticed that its veterans exhibited
more severe PTSD symptoms and higher scores on measures of depression, hostility, and
psychoticism than veterans of the past. They also had more survivor guilt, impairment of
work and response, derealization, and suicidal tendencies. Vietnam veterans had a greater
lifetime frequency of panic disorder and an earlier age of onset for alcoholism. Like World
War Il veterans, Vietnam veterans experienced an emergence of psychiatric diagnoses after
the war. Today the signs and symptoms of PTSD are described in terms of an anxiety disor-

der (APA, 1980, 1987, 1994, 2000).

PSYCHOSOCIAL MODELS OF POSTTRAUMATIC STRESS

gtange in the conceptualization of PTSD has created research barriers. One notalz‘»lﬂe dis-
Osa?th pertains to the nature and sources of normal and traumatic' stress; specmcz.xlly‘r,
1998~De C_Oﬂftruct of stress is conceptualized and operationalized (Bride, 2'001; Danieli,

 Vanieli, Rodley, & Weisaeth, 1996; Lamerson & Kelloway, 1996; Lewis, 2003). The

0 Owi . . s . H
hg section provides a brief, general overview of explanatory theories ot psychosocial

Models ¢
hat are frequently associated with posttraumatic stress.

the ;232::2; psychodynamic models of posttraumatic stress have_ been used to ‘expla}lln

stress transmission and traumatization. Psychodynamic theory examines the
ich a traumatic incident influences a person’s perception of self or oth-
model seeks to characterize environmental factors that influence subsequent

StIESS reg .
Ponse, such as the importance of early childhood trauma and early psychological
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ry one of the mo _
thgnwt;;i zocét};{;?tges;le, a physiologist and physician. Seyle introduced the General
Adaptation Syndrome model in 1936 showing in three phases what the alleged effects
of stress has on the body. The earliest conception of stress was defined as a response.
Response-based theories of stress stem from Seyle’s early medical research, which noted
that stress was a “nonspecific response of the body to any demand placed on it” (Seyle,
1956, p. 1). Seyle observed that any adverse event could trigger a biological response.
Seyle’s definition was guided by his medical research in which he categorized common
responses to a variety of events termed stressors. The stress response, which he described
as a general adaptation syndrome, was characterized by many of the precursors to the veg-
etativ.e Symgt(l)ms c;f affective disorders, such as melancholy, loss of motivation, loss of
appetite, and loss o energy. i i 4s i
cmtoms wee somentat vl i o e 1 SSUTptIon tha s
the stressor (Lewis, 2003). Seyle described the general ad i jzed to the r'lature of
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cehdocrine system are engaged as a sympa-

thetic reaction t the “ i fadi
0 the " ﬂ lght” response (Cannon, 1914). This sympathetic response

to give the body additional
cond stage, the body’s physi-
he effects of the stressors. In

Cantive Fesponses

conflicts (Krystal, 198_8)' AHLLUVC, ,][:crcd by tr

ntations of oneself or others arc @41 J individ
resen If and others. Traumatizc

ions of se , , eaning
sentatior with these discrepant Mte

defenses to cope

5 ses continue,

responses con .

[ ink 0

splitting (€.g. cither thinking p¢ o

1994). The trauma victim will lose cc O
ity. Unresolved early conflicts may €vo

of trauma, In 1918, Meakins

it;;oliked. Veterans. Kardiner (1941)
n l‘esearchers beeCtlon betWeen psychological

= Studying traumatic stress




P L g-ger atice Qi "
osttraumatic Stress Disorder (PTSD) in Vet 89
. erans

nd pTSD, they made the\ assumptin.n that the biological processes would .

onses to stress as later conceptualized in Seyle’s (1956) Gener: ouk ,"‘ﬂc,_“t normal

rHCSP\’VCVCr’ while the normal stress response is an acute -.,l,u.ud‘ Adaptation Syndrome.
Omeostasiﬁ‘ the biological responses to PTSD reflect (:‘hlr((;lr:ir(i”:,]r ‘hzlt) r;.F-,ially reverts to

changes with i{lcreasit;g relaCtlivity (;Vt‘l‘ til{ne. > or potentially permanent

Grudies uti izing the biological model of PTS ade n ,

BioT;:ical studies have allowed for independent resr:l:f ;E:L:;lst:;iz}t] U) ni-hm”n:s possible.
its similarity to neurobiological changes observed following ‘traum:tli:: ) t)hc dqu rder and
ple, one of the major symptom clusters of PTSD is associated with ph Sie()\r-h.r.«?: lh),r, e
(i.e hypervigilance). Thus, a number of studies have been conduztetl ,(-)glu m{c lt I,V '
marker for PTSD, with research targeting automatic nervous svst s Bettafid
<niration, and blood pressure i ; system (ANS) activity, heart
rate, Tespirationt pressure in traumatized groups (mostly Vietnam veterans) and
nontraumgtlzed (conFrol) groups. In early studies, a number of investigations did find that
PTSD sub]e;ts had h'lgher heart rates and states of arousal than non-PTSD groups (Adler,
1943; Meakins & Wllsonl, 1918; Salmon, 1929). However, mote recent studies have found
this not to be the case (Pittman, Orr, Forgue, Altman, & deJong, 1990; Prins, Kaloupek, &
Keane, 1995; Shalev, Freedman, & Peri, 1998). ’

In reviewing studies of baseline arousal, Prins et al. (1995), observed that there were a
qumber of methodological differences that could account for these findings. Further com-
parisons to other anxiety disorders found that there were no differences (Pittman et al.,
1990). Other shortcomings of the biological model were noted. Prins et al. (1995) sug-
gested that rather than a biological difference, these investigations were picking up greater
anticipatory anxiety in subjects with PTSD or other forms of anxiety than healthy com-
parison subjects. Shalev et al. ( 1998) looked at several variables associated with PTSD in
a controlled study. They confirmed Seyle’s idea about increased heart rate; however, they
observed that other biological responses to acute stress might condition an individual to
adapt to the alarm response and that coronary responses did not serve to maintain the
PTSD symptoms over time in the majority of PTSD cases.

Numerous transactional theories challenge Seyle’s assumptions. For example, Lazarus
and Folkman (1984) assert that response-based conceptualizations do not provide a theo-
retical foundation to derive potential stressors ot describe PTSD, observing a lack of sys-
tematic ways to prospectively identify stressors. Cooper, Dewe, and O’Driscoll (2001)
argued that theories emphasizing the stress esponse ignore important contextual and
environmental factors, such as intensity, frequency, and duration of the stimulus, often dis-
cussed in the PTSD literature (Lerner, 1976, 1991; Robinson & Lee, 2000). Lazarus and
Folkman (1984) believed that there is no objective way to predict psychological stress
Yvithout reference to properties of the individual in their context. To date, hoyever, there
is no empirical investigation that supports the transactional stress mgdel. Despite the lack
of empirical evidence, Lazarus and Folkman's response»based definitions of stress do. have

euristic value in the overall traumatic stress literature by describing taxonomies ot c.omi
mon physiological (van der Kolk, 1996), psychologiCal (Solomon, 1993), and behaviora

Stress reactions (Rothbaum & Foa, 1 996).
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The cognitive model of PTSD articulated by Foa, . .
gests that PTSD occurs when the traumatic incident reinforces negative beliefs concerning
V Individuals with PTSD subscribe to the cognitive dis-

a client’s safety and competence.
vortion that the world is a dangerous place and therefore live their lives in constant fear.
ncompetent and are unlikely to con-

These individuals may also perceive themselves as i
front challenging situations. According to this model, PTSD progresses and/or is main-

tained 'when actugl rrauma or threat-related material receives preferential information
p;oc:sszlgdb}r T mddmdual over less-threatening information. Maladaptive processing
of this kind leads to distorted ways of petceiving and co i i i
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istained head and shoulder wounds in combat, ending his service as a
e SUSLE
g !

o Ira o member of a scout platoon. SSG Brown has received outpatient treat-
l,dccm‘“ . s of PTSD. Like many returning warriors, SSG Brown faced an

high™ " " e symptom: ‘
for o

i ork and lifestyle after separating from the milit: > sai
et T e regarding wor y | K he military. He said,
a

ncerta® tea of what 1 was going to door how I was going to fit in or live in the general

o had 1€ 1 'Thi\‘ ancertainty extended to core values, such as tamily, with SSG Brown
L * » ’ [ » § i » ] ‘ “§ - - . B

po]‘ulal“ ids didn't even know who I was." There was, however, clearly a sense of

gating ";‘ Juty i that his military training and experience were cxcmp]my and had
) (8

\A‘\;;uu\.n;! sycli dih‘(‘il‘“‘“'s as pnlicc work. Ycl’, this opportunity of interest was elu-
applicat” m ssible, due to physical injuries incurred in combat. In fact, today’s war-
ave. 1t ‘““.l‘n:{: ‘{m;ch higher survival rates (more than 90% in OIF/OEF versus 80%
ru‘"-‘h“'\'l‘,:‘::;:‘: Gult and 67% in Vietnam), but SSG Brown was left with the existen-
n the TR

Jion of competency in the world postinjury and wondering if he should have
nal ques

“m\.-:gtﬁmwn desired to return to the familiar in Iraq. He missed the strong sense of

\)'ng and purpose found in the war zone, the ability to protect his battle buddies, and
mmn;cmmcm associated with combat environments. The absence of the combat rush
ITS ;5(; Brown to attempt to create a similar reaction by, for example, riding motqrcycles
with fellow veterans at speeds in excess of 165 mph on deserted stretches of highway,
or by numbing the desire through excessive alcohol consumption. Regardless, with SSG
Brown there always existed a sense of responsibility and propriety, where, for example, he
and his group adhered to posted speed limits in school zones “[We] didn’t want to hurt
any kids.” With Brown one can see the complex interplay of rules adapted for combat
that do not readily work in U.S. society upon return.

SSG Brown was treated for PTSD. His symptoms included flashbacks, night sweats,
insomnia, agitation, and hypervigilance. Other conditions stemming from PTSD
include drinking or drug problems, feelings of hopelessness, employment problems, and
relationship problems. SSG Brown was at risk for developing a drinking problem
and was having difficulty adjusting to his home life in the “new normal.” Recent
returnees show increased risks of new-onset heavy drinking and other alcohol-related
problems among personnel deployed with combat exposures as compared to those non-
deployed. These behaviors are often explained as efforts to self-soothe or self-medicate
to offset the hypervigilance symptoms such as anger, increased startle response, and
marked sleep disturbance.

Additionally, Latinos may be greater risk of PTSD and readjustment compounded by
traditional ethnic issues. As a consequence this population may subsequently have greater
eadjustment concerns.
fam”";f‘:if[;;ation is a process, noF a single event. 'Carter and McGoldrick (2.005) _.disclus‘s
Uﬂjecu)r;, ()?I:Xmoymg through time rather than .m’ cy'cles SO as a member of th.e tamlhl\;s
e il Eeflence changes', so does the family’s l'lfe course. Rett’lm.mg wartiors often
with PTQ[ F’Y eing around chlldren'as can be seen in SSG Brown§ situation. Veterfms
i“timacy, lackyzl?toms bbgve greater mterperso‘nal prob.len}s (e.g.,'dlfhc'ulnes expressing

"W descrihed Zo - .lhty.)’ and poorer marltfal and family Felgno;shnps as \yell. SSG
O N0t thy e “ga_{limg in other risk be?havmrs sucb as drtymg 'fast. l.t is important
one bhyg o inp r"‘,gl ance causes adaptatlons that might be functional in :he cm‘nbat
With combg. | One's.cwlhan life. SSG Brown described missing the “rush” associated
g in fy;. r.ivri‘l addition to combat-driving on the highway at home he also was engag-

€ esponge ge:§ A gnd motorcycles that had more to do with missing the ru§h than

falization of combat adaprations. Soldiers returning to garrison life after
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Case Vignette Discussion Questions:
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N hat you know about the case and possible resou nd hig
Discuss what yo

1:

. n
e i ts of the case?
Wha: are the societal, cultural, and community contex

o . at could serve to maintain his problems
What are elements of SSG Brown's world th
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5 i ce of problems’

How would you address the maintenan o

W(;m“ r“ t]Ue wt;uld you want to know about the case and about SSG Brown’s Situatior
at CIs

develop a better understanding of him?

L S e

CONCLUSION

In the simplest terms, PTSD is discussed through each model as a stress response. When
evaluating each model’s conceptualization of how symptoms move from the abstract to the
observable, consider that PTSD includes processes that: (a) attenuate and perpetuate mal-
adaptive and prolonged psychological stress responses within the individual, observed as
anxiety, tension, and levels of distress; and (b) appear to maintain maladaptive psychobio-
logical processes. These processes include hyperarousal, hypervigilance, startle responses,
sleep disturbance, cognitive distortions, and affective instability ranging on a continuum
g_(l’_ngd’nffi: lt; 325:2?:}21 tt(zh\;arlrcz)c(i: ef:rms of Em;iety. For each of the models pertaining to
Studies relying o unprovenpmod esles cfan e ot'h observed and measured.
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CHAPTER DISCUSSION QUESTIONS

{. What beliefs and perceptions did you have about PTSD and about vet bef,
i i ; er
reading this chapter, and how did they change after reading this chapter? e
v I
2. How does the veteran experience compare and contrast to the civilian experience i
in

general and with trauma?
3. In what ways is PTSD considered to be unique among psychiatric diagnoses?
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