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EDITORIAL

The Jewel in the Lotus: A Meditation on 
Memory for Veterans Day 2019

How are we to reconcile our supreme duty towards memory with the need to forget that is essential to life?
Elie Wiesel1

On the 11th day of the 11th month, we cel-
ebrate Veterans Day (no apostrophe be-
cause it is not a day that veterans possess 

or that belongs to any individual veteran).2,3 
Interestingly, the US Department of Defense 
(DoD) and the US Department of Veterans Af-
fairs (VA) have web pages correcting any confu-
sion about the meaning of Memorial Day and 
Veterans Day so that the public understands the 
unique purpose of each holiday. Memorial Day 
commemorates all those who lost their lives in 
the line of duty to the nation, whereas Veterans 
Day commemorates all those who have honor-
ably served their country as service members. 
While Memorial Day is a solemn occasion of 
remembering and respect for those who have 
died, Veterans Day is an event of gratitude and 
appreciation focused on veterans still living. 
The dual mission of the 2 holidays is to remind 
the public of the debt of remembrance and rev-
erence we owe all veterans both those who have 
gone before us and those who remain with us.

Memory is what most intrinsically unites the 
2 commemorations. In fact, in Great Britain, 
Canada, and Australia, November 11 is called 
Remembrance Day.2 Yet memory is a double-
edged sword that can be raised in tribute to 
service members or can deeply lacerate them. 
Many of the wounds that cause the most pro-
longed and deepest suffering are not physical—
they are mental. Disturbances of memory are 
among the criteria for posttraumatic stress dis-
order (PTSD). Under its section on intrusive 
cluster, the fifth edition of the Diagnostic and 
Statistical Manual of Mental Disorders (DSM) 
lists “recurrent, involuntary, and intrusive dis-
tressing memories of the traumatic event(s).” 
The avoidance cluster underscores how the af-
flicted mind tries to escape itself: “Avoidance 
of or efforts to avoid distressing memories, 
thoughts, or feelings about or closely associated 
with the traumatic event(s).”4

PTSD was first recognized as a psychiatric 

diagnosis in DSM-III in 1980, and since then 
VA and DoD have devoted enormous resources 
to developing effective treatments for the dis-
order, most notably evidence-based psycho-
therapies. Ironicly, the only psychiatric disorder 
whose etiology is understood has proved to 
be among the most difficult to treat much less 
cure. As with most serious mental illnesses, 
some cases become chronic and refractory to 
the best of care. These tormented individuals 
live as if in a twilight zone between the past and 
the present. 

Memory and war have a long history in lit-
erature, poetry, and history. Haunting memo-
ries of PTSD are found in the ancient epics of 
Homer. On the long treacherous journey home 
from sacking Troy, Odysseus and his army 
arrive in the land of the Lotus-eaters, where 
native sweet fruit induces a state of timeless 
forgetfulness in which torment and tragedy dis-
solve along with motivation and meaning.5 Jon-
athan Shay, VA psychiatrist and pioneer of the 
Homer-PTSD connection, suggested the anal-
ogy between the land of the Lotus-eaters and 
addiction: Each is a self-medication of the psy-
chic aftermath of war.6

But what if those devastating memo-
ries could be selectively erased or even better 
blocked before they were formed? Although 
this solution may seem like science fiction, re-
search into these possibilities is in reality sci-
ence fact. Over the past decades, the DoD 
and the VA have sought such a neuroscience 
jewel in the lotus. Studies in rodents and hu-
mans have looked at the ability of a number 
of medications, most recently β blockers, 
such as propranolol, to interfere with the con-
solidation of emotionally traumatic memories 
(memory erasure) and disruption of their reten-
tion once consolidated (memory extinction).7 
While researchers cannot yet completely wipe 
out a selected memory, like in Star Trek, it has 
been shown that medications at least in study  
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settings do reduce fear and attenuate the devel-
opment of PTSD when combined with psycho-
therapy. Neuroscientists call these more realistic 
alterations of recall memory dampening. Though 
these medications are not ready for regular clin-
ical application, the unprecedented pace of neu-
roscience makes it nearly inevitable that in the 
not so distant future some significant blunting 
of traumatic memory will be possible.

Once science answers in the affirmative the 
question, “Is this intervention something we 
could conceivably do?” The next question be-
longs to ethics, “Is this intervention something 
we should do even if we can?” As early as 2001, 
the President’s Council on Bioethics answered 
the latter with “probably not.”

Use of memory-blunters at the time of 
traumatic events could interfere with 
the normal psychic work and adap-
tive value of emotionally charged 
memory....Thus, by blunting the emo-
tional impact of events, beta-blockers 
or their successors would concomi-
tantly weaken our recollection of the 
traumatic events we have just experi-
enced. Yet often it is important in the 
after of such events that at least some-
one remember them clearly. For legal 
reasons, to say nothing of deeper social 
and personal ones, the wisdom of rou-
tinely interfering with the memories of 
traumatic survivors and witnesses is 
highly questionable.8

Many neuroscientists and neuroethicists ob-
jected to the perspective of the Bioethics Coun-
cil as being too puritanical and its position 
overly pessimistic:

Whereas memory dampening has its 
drawbacks, such may be the price we 
pay in order to heal immense suffer-
ing. In some contexts, there may be 
steps that ought to be taken to preserve 
valuable factual or emotional informa-
tion contained in memory, even when 
we must delay or otherwise impose 
limits on access to memory dampen-
ing. None of these concerns, however, 
even if they find empirical support, are 
strong enough to justify brushed re-
strictions on memory dampening.9

The proponents of the 2 views propose and 
oppose the contrarian position on issues both 
philosophical and practical: Such as the func-
tion of traumatic experience in personal growth; 
how the preservation of memory is related to the 
integrity of the person and authenticity of the life 
lived; how blunting of memories of especially 
combat trauma may normalize our reactions to 
suffering and evil.  And most important for this 
Veterans Day essay, whether remembering is an 
ethical duty and if so whose is it to discharge, the 
individual, his family, community, or country. 

To move forward on a clinical application of 
memory dampening we would need to refine our 
understanding of the risk factors for chronic and 
disabling PTSD; to determine when in the course 
of the trauma experience to pharmacologically 
interfere with memory and to what degree and 
scope. More ethically urgent would be determin-
ing how to protect the autonomy of the service 
member to consent or to refuse the procedure 
within the recognized confines of military ethics. 
Most crucial for this essay we would need safe-
guards to prevent governments, corporations, or 
any other entity from exploiting neurobiologic 
discoveries for power or profit.

Elie Wiesel is an important modern prophet 
of the critical role of memory in the survival 
of civilization. His prophecy is rooted in the 
incomprehensible anguish and horror he per-
sonally and communally witnessed in the  
Holocaust. He suggests in this editorial’s epi-
graph that there are deep and profound issues 
to be pondered about memory and its inextrica-
ble link to suffering. Meditations offer thoughts, 
not answers, and I encourage readers to spend a 
few minutes considering the solemn ones pre-
sented here this Veterans Day.

Disclaimer
The opinions expressed herein are those of the author and do not 
necessarily reflect those of Federal Practitioner, Frontline Medical 
Communications Inc., the US Government, or any of its agencies. 
This article may discuss unlabeled or investigational use of certain 
drugs. Please review the complete prescribing information for 
specific drugs or drug combinations—including indications, con-
traindications, warnings, and adverse effects—before administer-
ing pharmacologic therapy to patients.
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Reframing Clinician Distress: Moral Injury Not Burnout
LETTERS

To the Editor: In the September 2019 guest ed-
itorial “Reframing Clinician Distress: Moral In-
jury Not Burnout,” the authors have advanced 
a thoughtful and provocative hypothesis ad-
dressing a salient issue.1 Their argument is that 
burnout does not accurately capture physician 
distress. Furthermore, they posit the term burn-
out focuses remediation strategies at the indi-
vidual provider level, thereby discounting the 
contribution of the larger health care system. 
This is not the first effort to argue that burnout 
is not a syndrome of mental illness (eg, depres-
sion) located within the person but rather a 
disrupted physician-work relationship.2

As the authors cite, population and prac-
tice changes have contributed significantly to 
physician distress and dissatisfaction. Indeed, 
recent findings indicate that female physicians 
may suffer increased prevalence of burnout, 
which represents a challenge given the grow-
ing numbers of women in medicine.3 Unfor-
tunately, by shifting focus almost exclusively 
to the system level to address burnout, the au-
thors discount a large body of literature ex-
amining associations and contributors at the 
individual and clinic level.

Burnout is conceptualized as consisting of  
3 domains: depersonalization, emotional ex-
haustion, and personal accomplishment.4 

While this conceptualization may not cap-
ture the totality of physician distress, it has 
provided a body of literature focused on de-
creasing symptoms of burnout. Successful in-
terventions have been targeted at the individual 
provider level (ie, stress management, small 

group discussion, mindfulness) as well as 
the organizational level (ie, reduction in duty 
hours, scribes).5,6 Recent studies have also sug-
gested that increasing the occurrence of social 
encounters that are civil and respectful de-
creases reported physician burnout.7

Frustration, the annoyance or anger at being 
unable to change or achieve something, also 
can be a leading cause of burnout and moral 
injury. The inability to deal with unresolvable 
issues due to a lack of skills or inability to cre-
ate a positive reframe can lead to a constella-
tion of symptoms that are detrimental to the 
individual provider. Nevertheless, system rigid-
ity, inability to recognitize pain and pressure, 
and goals perceived as unachievable can also 
lead to frustration. Physicians may experience 
growing frustration if they are unable to influ-
ence their systems. Thus, experiencing per-
sonal frustration, combined with an inability or 
lack of energy or time to influence a system can 
snowball. 

Just as we counsel our patients that good 
medical care involves not only engagement 
with the medical system, but also individual en-
gagement in their care (eg, nutrition, exercise), 
this problem requires a multicomponent solu-
tion. While advocating and working for a sys-
tem that induces less moral injury, frustration, 
and burnout, physicians need to examine the 
resources available to them and their colleagues 
in a more immediate way. 

Physician distress is a serious problem with 
both personal, patient, occupational, and pub-
lic health costs. Thus, it is important that we 




