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Posttraumatic Stress Disorder: Learning the Lessons of the Past

bout two years ago, a Vietnam

War veteran walked up to

me at a Vietnam Veterans of

America hall and gave me a
framed embroidery with the picture of
a soldier’s face and the title, “Hidden
Wounds of War.” These words struck
a chord in me. Through my experi-
ence as a health care provider working
with veterans and military personnel,
I have witnessed the wide ranging
and devastating effects that unseen
emotional wounds of war can have on
soldiers, their families, and the public
at large. Posttraumatic stress disorder
(PTSD), which is responsible for a
vast majority of these hidden wounds,
can worsen physical ailments, cause
psychological problems, complicate
relationships, make it difficult to
maintain a job and stable housing,
and even lead to suicide.

Studies indicate that the troops
who serve in the current conflict in
Iraq are suffering from PTSD, and
other problems related to their war
zone experiences, on a scale not seen
since Vietnam.! And survival analysis
shows that more than one third of
people with an index episode of PTSD
fail to recover even after many years.>
As years go by, therefore, the num-
ber of veterans who present to the
VA with PTSD symptoms may well
increase. In order to handle this rise in
PTSD incidence, we federal clinicians
must learn lessons from the past and
apply these lessons to today.

Dr. Thakur is the director of the PTSD program
at the Kansas City VA Medical Center, Kansas
City, MO and a colonel in the U.S. Army Reserve.
He served in Operation Iragi Freedom in 2005
and Operation Enduring Freedom in 2003-2004
and 2006-2007 and is currently deployed to
Landstuhl, Germany under Operation Enduring
Freedom.

In this column, I hope to increase
awareness as to why we need to treat
veterans from Iraq and Afghanistan
promptly. I will review the histori-
cal background of PTSD, the lessons
learned from past conflicts, the cur-
rent incidence of PTSD among Iraq
and Afghanistan veterans, and the
increased cost and burden on the VA
health care system.

PTSD OVERVIEW

PTSD is essentially characterized by
recurrent, intrusive episodes of reliv-
ing one or more severely traumatic
events through disturbing memories,
dreams, and flashbacks. These epi-
sodes cause emotional distress and
lead to persistent avoidance of stimuli
reminiscent of the traumatic event
or events and persistent symptoms
of hyperarousal. The traumatic event
leading to PTSD is usually a phy-
sically violent or psychologically
damaging experience, such as rape,
sexual or physical abuse, mugging,
domestic violence, a serious accident,
a natural disaster, or a human-caused
disaster (including acts of terrorism).
Anyone who has experienced a life
threatening event can develop PTSD,
and it occurs relatively frequently in
soldiers exposed to combat.

Many of those who have studied
PTSD consider the condition to be
physiological as well as psychologi-
cal. The body responds to stress by
releasing adrenaline, which increases
the heart rate and blood pressure.
Some authors have proposed that
PTSD results when severe or repeated
trauma causes this stress response to
go into “overdrive.” It is also hypoth-
esized that adrenaline may be respon-
sible for activating the amygdala, a
small structure in the brain implicated

in the expression of fear, the startle
response, and emotional memories.*
Approximately 7.7 million Amer-
icans aged 18 and older, or about 3.5%
of this age group, have PTSD in a given
year.> About 19% of Vietnam War vet-
erans have experienced PTSD at some
point after the war.® According to the
testimony of Colonel Charles Hoge,
MD, chief of psychiatry and behavior
health services at Walter Reed Army
Institute of Research, before the House
VA Committee in July 2005, 19% to
21% of troops who have returned
from combat deployments related to
Operation Iraqi Freedom (OIF) and
Operation Enduring Freedom (OEF)
have met criteria for PTSD, depres-
sion, or anxiety disorder.” When sur-
veyed three to 12 months after their
deployment, 15% to 17% of those who
served in Iraq and 6% of those who
served in Afghanistan reported PTSD

symptoms.’

EARLY HISTORY OF PTSD

Although PTSD was officially recog-
nized by the American Psychiatric
Association in 1980, the disorder
has been known by various names
throughout history. “Nostalgia” was a
term coined by the Austrian physician
Leopold Auenbrugger in the late 17th
century to describe a circumstance
in which young soldiers returning
from war “cease to pay attention and
become indifferent to everything
which the maintenance of life requires
them.”® By the mid 18th century, nos-
talgia was firmly instituted in medical
terminology.®

During the Napoleonic era, phy-
sicians recognized multiple factors
related to nostalgia, including cultural,
social, and environmental issues, as
well as participation in battle. Baron
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Dominique-Jean Larrey, Napoleon’s
chief surgeon, suggested that preven-
tion—attained through allowing sol-
diers recreation time and providing
them with “some mode of useful
instructions”—was beneficial to both
the soldier and the state.” William A.
Hammond, MD, surgeon general of
the U.S. Army in 1864, wrote, “The
best means of preventing nostalgia is
to provide occupation both for the
mind and the body. Soldiers placed in
hospitals near their homes are always
more liable to nostalgia than those
who are inmates in hospitals situated
in the midst of or in the vicinity of the
army to which they belong.”1°

During the Russo-Japanese War
(1904-1905), Russian physicians
were the first to use psychiatric spe-
cialists. The first good description of
“war neurosis” came about during
this war.

During World War I (1914-1918),
“shell shock” was the popular label
given to neuropsychiatric casualties.
It was initially thought to be an actual
shock to the central nervous system
from exploding artillery. Later, it was
recognized that soldiers could develop
similar symptoms even when they
were not exposed to explosions.

British and French psychiatrists
recognized that shell shock was a
stress-induced psychological disorder,
and they recognized the importance of
forward treatment. They emphasized
that treatment should be administered
closer to the battlefield (a concept
eventually known as “proximity”) and
that the sooner it took place the better
(a concept later called “immediacy”).

BATTLING PTSD: LESSONS
LEARNED

During World War 1, Colonel
Thomas Salmon, MD, the neuropsy-
chiatry consultant to the American
Expeditionary Forces, was the first
American physician to use the term
war neurosis and, along with Colonel

Pearce Bailey, developed a treatment
program. Psychiatrists were placed in
the divisions and forward hospitals. A
description of war neurosis and treat-
ment recommendations were pub-
lished in Neuropsychiatry in 1929.1!
These recommendations espoused the
principles of proximity and immedi-
acy, as well as expectancy—the belief,
and emphasis of this belief during
treatment, that the soldier will get
better.

During World War II (1939-1945),
the psychological symptoms ascribed
to war neurosis were called “battle
fatigue.” Some of the lessons that
had been learned in the earlier wars,
however, were forgotten. At the outset
of this conflict, no psychiatrists were
assigned to combat divisions and no
provisions were made for special psy-
chiatric treatment units at the field
level.

By the 1943 Tunisia campaign,
however, these lessons were being bet-
ter implemented. During these battles,
psychiatrist Captain Frederick Hanson
returned to duty 70% of 494 patients
with neuropsychiatric symptoms after
48 hours of treatment with rest. On
the recommendation of Hansen and
others, General Omar Bradley issued
a directive establishing a holding
period of seven days for psychiatric
casualties, with an initial diagnosis
of exhaustion.!” These experiences
taught the military that the incidence
of battle fatigue (now called “combat
stress”) is related to the intensity of
combat, that the condition is modi-
fied by physical and morale factors,
and that unit cohesion can make a
difference.

During the Korean conflict (1950-
1953), mobile psychiatric detach-
ments, or “KO Teams,” were used.
Preventive measures (such as a rota-
tion system and, if tactically possible,
rest and recreation for individuals or
units) were implemented—although
the rear area support troops unfortu-

nately were neglected in these mea-
sures. Overall, by the end of this
conflict, approximately 97% of sol-
diers with psychiatric casualties were
returned to duty somewhere in the
combat theater and approximately
88% were returned to duty within
their own division.'?

During the initial phases of buildup
to the Vietham War (which began in
1959 and ended in 1975), the mili-
tary’s psychiatric program was fully in
place, with abundant mental health
resources and psychiatrists conversant
with the principles of combat psychia-
try. Throughout the entire conflict,
even with a liberal definition of psy-
chiatric casualties, less than 5% (and
nearer to 2%) of soldiers were placed
in this category.'*

Nevertheless, the National Vietham
Veterans' Readjustment Study, which
was conducted from 1986 to 1988,
indicated that 15.2% of male and
8.5% of female Vietnam War vet-
erans had PTSD."> The reasons for
this high prevalence are multiple and
include the unpopularity of the war.
Returning Vietham War veterans were
not welcomed home and were mis-
treated by society and government
agencies—who neglected for years to
provide treatment for these veterans’
psychological problems. There also
were other, hidden and unexpected,
factors that compounded the prob-
lems these returning soldiers faced,
including high rates of alcohol and
drug abuse, disciplinary infractions,
and venereal disease.

During the Persian Gulf War
(1990-1991), psychiatric components
were referred to as “OM Teams.” The
528th Medical Detachment from Fort
Benning, GA was the OM Team of
this conflict, with two reserve teams
augmenting their mission. It was
found, however, that the psychiatric
OM Teams were too centralized to be
true mental health assets to these sol-
diers, who were involved in modern
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air and land warfare amongst fluid
battlefields that rapidly changed loca-
tions.'® Many other valuable lessons
were learned from this war, including
that mental health support should be
deployed early in a conflict (as the
greatest mental health impact was
made during the buildup phase of
Operation Desert Shield) and that the
combat stress treatment principles of
proximity, immediacy, and expectancy
described after World War I still apply
today.!'®

EXPERIENCE FROM THE
CURRENT CONFLICTS

It was reported in 2004 that military
personnel serving in Iraq were sig-
nificantly more likely to be exposed
to combat than those serving in Af-
ghanistan. Responses to an anony-
mous survey of 3,671 army and
marine soldiers indicated that up to
17% of those returning from Iraq
met the screening criteria for depres-
sion, anxiety, or PTSD, compared with
about 11% of those returning from
Afghanistan. And the largest differ-
ence was in the rate of PTSD."”

Unique stressors

Significant combat experiences that
soldiers in Iraq and Afghanistan
face today include receiving small
arms fire; receiving incoming artil-
lery, rocket, or mortar attacks; being
attacked or ambushed, often with
improvised explosive devices (IEDs);
seeing dead bodies or human remains;
having a friend or acquaintance who
was seriously injured or killed; and
directing fire at an enemy. In particu-
lar, insurgent IED attacks are a major
cause of U.S. fatalities in Iraq.
Further stress comes from not
being sure who your enemy is in these
conflicts, since they can be dressed
in civilian clothing. This can lead to
fear of or guilt over killing civilians
and has been a stressor for units that
travel outside their compound. Many

consider no part of Iraq to be a “safe
zone.” Another factor compounding
combat stress is the frequent rede-
ployment and extensions of deploy-
ment that have characterized the
current conflicts. Soldiers may not
know when they will be returning
home and for how long.

Combat stress control units

Working on the conclusion that the
best way to relieve combat stress and
treat acute stress reactions in the war
zone is to help affected soldiers pro-
cess the traumatic events and teach
them ways to diffuse stress, the current
operations in Iraq and Afghanistan are
making use of deployed combat stress
control units. These units provide
educational groups that teach stress
coping techniques and encourage
soldiers to participate in recreational
activities, physical fitness, and sports,
all in close proximity to the combat
zone. In addition, they run three-
to five-day restoration programs that
include rest, showers, three hot meals,
exercise, supportive group therapy,
and further education about coping
with stress in a combat zone.

The essential objective of combat
stress control units is to restore as
many soldiers with combat stress, or
other emotional problems, as possible
to the unit; maintain their functioning
at a level that keeps them in the war
zone; and conserve the fighting force.
Combat stress teams have helped more
than 90% of troops who approached
them for help return to duty. The com-
bat stress control unit I worked with
in Baghdad, Iraq was able to return to
duty approximately 95% of soldiers
who presented to the unit.

BATTLING PTSD AT HOME

Unfortunately, being able to return
to duty does not mean that these
soldiers will not develop PTSD at a
later time in their lives. After return-
ing home, many may experience a
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variety of problems in addition to
PTSD, including depression, panic
attacks, hypervigilance, anxiety, mari-
tal problems, anger problems, unem-
ployment, and alcohol and substance
abuse. They may have trouble relating
to people who have not been in a
combat zone. Although some may feel
pride in their combat experience and
a renewed enthusiasm to deal with
life’s challenges, others may continue
to struggle with a variety of the above-
mentioned problems.

Today, all service members are
screened for PTSD and other mental
health problems upon their return
from deployment. In the first system-
atic analysis of these service mem-
bers’ self reports, Hoge and colleagues
sought to determine the relationship
between deployment to Iraq and
Afghanistan and mental health care
use during the first year after return
home.'® The researchers measured
health care utilization and occupa-
tional outcome for one year after
deployment or until leaving the ser-
vice if it occurred sooner. About 19%
of 222,620 army soldiers and marines
who served in Iraq and completed
routine postdeployment health assess-
ment between May 1, 2003 and April
30, 2004, reported a metal health
problem. About 11% of 16,318 army
soldiers and marines who served in
Afghanistan and 8.5% of 64,967 army
soldiers and marines who served in
other locations reported a mental
health problem. Mental health prob-
lems reported on the postdeployment
assessment were significantly associ-
ated with combat experiences, mental
health care referral and utilization,
and attrition from military service.
In the first year after returning home
from Iraq, 35% of OIF veterans sought
mental health services and approxi-
mately 12% were diagnosed with a
mental health problem per year.!

The researchers also found that,
of 222,620 soldiers having served in
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Iraq, 2,411 reported “some” and 467
reported “a lot” of suicidal ideation.
Exposure to a combat situation was
correlated with screening positive for
PTSD among Iraq veterans. Of 21,822
service members who screened posi-
tive for PTSD after returning from
Iraq, about 80% reported witness-
ing persons being wounded or killed
or engaging in direct combat during
which they discharged their weapon,
compared with about 48% of 200,798
who screened negative for PTSD.!®

This study offers new evidence of
the strong relationship between com-
bat duty and a variety of mental health
outcomes and, most importantly, high
mental health care utilization in the
first year after deployment.

ADDRESSING THE LONG-TERM
COSTS OF PTSD

In the long term, psychoneuro-immu-
nologic stress can worsen multiple
medical problems, including diabetes,
cardiovascular disorders, joint dis-
ease, cancer, headaches, gastrointes-
tinal problems, sexual difficulties, and
asthma. In fact, these types of stresses
increase the risk of death due to car-
diovascular disorders.” In a study of
mortality among a national random
sample of 15,288 male, US. Army
veterans with and without PTSD after
military service, Boscarino found that,
of 7,924 Vietnam War veterans, post-
war mortality from all causes, includ-
ing cardiovascular and external causes
(deaths from suicide, homicide, and
accidents), was about twice as high
in veterans who screened positive for
PTSD as it was in those who screened
negative for the condition.'

Given these facts, any substantial
increase in the number of veterans
with PTSD represents a significant
challenge for the VA health care sys-
tem. By the time you read this article,
more than five years will have passed
since the beginning of the Iraq war.
The historical information from pre-

vious wars, including the Vietnam
War, indicate that the number of
veterans presenting to the VA with
symptoms of PTSD increases with
the passage of time after a conflict.
Furthermore, the news of the wars in
Iraq and Afghanistan can act as a trig-
ger for veterans of past wars, bringing
back more distressing memories of
their own war experiences. Thus, it
is conceivable that the Vietham War
veteran population—which currently
accounts for the lions share (92%) of
PTSD treatment in the VA*>—could
also experience an increase in new or
relapsing PTSD cases.

Can the VA keep up?

The VA and DoD have been opening
and expanding new PTSD and men-
tal health care programs throughout
their respective health care systems
to reach out to returning OIF and
OEF veterans. Even so, the number of
new cases of PTSD is already increas-
ing significantly, and the question of
whether the VA will be able to handle
the increased number of patients seek-
ing treatment remains. For instance,
while the total number of all veter-
ans receiving disability compensation
grew by only 12.2% during fiscal
years (FYs) 1999 to 2004, the number
of PTSD cases grew by 79.5% (from
120,265 in FY 1999 to 215,871 in
FY 2004), and total PTSD benefits
increased by 148.8% (from $1.7 bil-
lion to $4.3 billion).?!-** As of the first
quarter of 2006, the VA had treated
20,638 Iraq war veterans, and that
number continues to grow. A report
in the fourth quarter 2006 issue of
The Milken Institute Review by Bilmes
and Stiglitz projected that the costs of
providing health care and compensa-
tion to Iraq war veterans could total
$127 billion.**

FULFILLING AN OBLIGATION

We can prevent the long-term sequelae
of PTSD amongst combat veterans

returning from Iraq and Afghanistan
if we treat PTSD and its related prob-
lems aggressively and early on. Among
the lessons of history, the experience
after the Vietnam War taught us that,
if we do not treat PTSD adequately,
we will face the consequences of the
multiple health care, social, and soci-
etal problems that result. It is essential
that the DoD and VA recruit qualified
mental health clinicians, train existing
clinicians in best treatment practices
for PTSD and postdeployment mental
health problems, and help veterans
with these problems get their lives
back together. Over time, this strategy
will decrease costs. We have an obliga-
tion to the uniformed men and women
who serve in war time. They put their
lives in danger to protect this country.
Without their sacrifices, this country
would not be what it is today. e
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Disclaimer

The opinions expressed herein are those
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review complete prescribing infor-
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verse effects—before administering
pharmacologic therapy to patients.
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