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Having experienced posttraumatic stress disorder 30 years prior to its recognition as a
formal disorder, Korean War veterans are now an aging population that requires unique
clinical management.
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he Korean War lasted from June
TZS, 1950 through July 27, 1953. Al-
though many veterans of the Korean
War experienced traumas during extremely
stressful combat conditions. However, they
would not have been diagnosed with post-
traumatic stress disorder (PTSD) at the time
because the latter did not exist as a for-
mal diagnosis until the publication of the
third edition of the Diagnostic and Statisti-
cal Manual (DSM) in 1980.! Prior to 1980,
psychiatric syndromes resulting from war
and combat exposure where known by nu-
merous other terms including shell shock,
chronic traumatic war neurosis, and combat
fatigue/combat exhaustion.>> Military psy-
chiatrists attended to combat fatigue dur-
ing the course of the Korean War, but as
was true of World War I and 11, the focus
was on returning soldiers to duty. Combat
fatigue was generally viewed as a transient
condition.*®
Although now octo- and nonagenari-
ans, in 2019 there are 1.2 million living Ko-
rean War veterans in the US, representing
6.7% of all current veterans.® Understanding
their war experiences and the nature of their
current and past presentation of PTSD is
relevant not only in formal mental health set-
tings, but in primary care settings, including
home-based primary care, as well as commu-
nity living centers, skilled nursing facilities
and assisted living facilities. Older adults
with PTSD often present with somatic con-
cerns rather than spontaneously reporting
mental health symptoms.'° Beyond the short-
term clinical management of Korean War
veterans with PTSD, consideration of their
experiences also has long-term relevance for
the appropriate treatment of other veteran
cohorts as they age in coming decades.
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The purpose of this article is to provide a
clinically focused overview of PTSD in Korean
War veterans, to help promote understand-
ing of this often-forgotten group of veterans,
and to foster optimized personalized care. This
overview will include a description of the Ko-
rean War veteran population and the Korean
War itself, the manifestations and identifica-
tion of PTSD among Korean War veterans,
and treatment approaches using evidence-
based psychotherapies and pharmacothera-
pies. Finally, we provide recommendations
for future research to address present empiri-
cal gaps in the understanding and treatment of
Korean War veterans with PTSD.

CAUSES AND COURSE OF THE
KOREAN WAR

When working with Korean War veterans
it is important to consider the special na-
ture of that specific conflict. Space consid-
erations limit our ability to do justice to the
complex history and numerous battles of
the Korean War, but information in the fol-
lowing summary was gleaned from several
excellent histories.!!

The Korean War has been referred
to as The Forgotten War, a concern ex-
pressed even during the latter parts of the
war.'*!> But the war and its veterans war-
rant remembering. The root and proximal
causes of the Korean War are complex and
not fully agreed upon by the main partici-
pants.’®* In part this may reflect the fact that
there was no clear victor in the Korean War,
so that the different protagonists have de-
veloped their own versions of the history of
the conflict. Also, US involvement and the
public reaction to the war must be viewed
within the larger historical context of that
time. This context included the recent end of
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4 years of US involvement in World
War II (1941-1945) and the subse-
quent rapid rise of Cold War tensions
between the US and the Soviet Union.
The latter also included a world-
wide fear of nuclear war and the US
fear of the global spread of commu-
nism. These fears were fueled by the
Soviet-led Berlin Blockade from June
1948 through May 1949, the Soviet
Union’s successful atomic bomb test
in August 1949, the founding of the
People’s Republic of China in Oc-
tober 1949, and the February 1950
Sino-Soviet Treaty of Friendship
and Alliance."

In the closing days of World War
11, the US and Soviet Union agreed
to a temporary division of Korea
along the 38th parallel to facili-
tate timely and efficient surrender of Japa-
nese troops. But as Cold War tensions rose,
the temporary division became permanent,
and Soviet- and US-backed governments of
the north and south, respectively, were ofti-
cially established on the Korean peninsula in
1948. Although by 1949 the Soviets and US
had withdrawn most troops from the penin-
sula, tensions between the north and south
continued to mount and hostilities increased.
To this day the exact causes of the eruption
of war remain disputed, although it is clear
that ideological as well as economic factors
played a role, and both leaders of North and
South Korea were pledging to reunite the pen-
insula under their respective leadership.'®°
The tension culminated on June 25, 1950,
when North Korean troops crossed the 38th
parallel and invaded South Korea. On June 27,
1950, President Truman ordered US naval and
air forces to support South Korea and then or-
dered the involvement of ground troops on
]une 3(.16.17.19

Although several other member countries
of the United Nations (UN) provided troops,
90% of the troops were from the US. About
5.7 million US military personnel served dur-
ing the war, including about 1.8 million in
Korea itself. The US forces experienced ap-
proximately 34,000 battle-related deaths,
103,000 were wounded, and 7,000 were pris-
oners of war (POWs).!"22> The nature and
events of the Korean War made it particu-
larly stressful and traumatizing for the sol-
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diers, sailors, and marines

involved throughout its entire course. These
included near defeat in the early months, a
widely alternating war front along the north/
south axis during the first year, and subse-
quently, not only intense constant battles on
the fronts, but also a demanding and exhaust-
ing guerrilla war in the south, which lasted
throughout the remainder of the conflict.!""®
The US troops during the initial months of
the war have been described as outnumbered
and underprepared, as many in the initial
phase were reassigned from peace-time occu-
pation duty in Japan.’

The first year of war was character-
ized by a repeated north-to-south/south-to-
north shifts in control of territory. During
the first 3 months, the North Korean forces
overwhelmed the South and captured con-
trol of all but 2 South Korean cities in the far
southeastern region (Pusan, now Busan; and
Daegu), and US and UN forces were forced
to retreat to the perimeter around Pusan. The
intense Battle of Pusan Perimeter lasted from
August 4, 1950 to September 18, 1950, and
resulted in massive causalities as well as a
flood of civilian refugees.

The course of the war began to change
in early September 1950 with the landing of
amphibious US/UN forces at Inchon, behind
North Korean lines, which cut off southern
supply routes for the North Korean troops."
US/UN forces soon crossed to the north of

DECEMBER 2019 - FEDERAL PRACTITIONER « 555



Korean War Veterans

the 38th parallel and captured the North
Korean capital, Pyongyang, on October 19,
1950. They continued to push north and ap-
proached the Yalu River border with China
by late November 1950, but then the Chi-
nese introduced their own troops forcing a
southward retreat of US/UN troops during
which there were again numerous US/UN ca-
sualties. Chinese troops retook Seoul in late
December 1950/early January 1951. How-
ever, the US/UN forces soon recaptured Seoul
and advanced back to the 38th parallel. This
back-and-forth across the 38th parallel con-
tinued until July 1951 when the front line of
battle stabilized there. Although the line sta-
bilized, intense battles and casualties contin-
ued for 2 more years. During this period US/
UN troops also had to deal with guerrilla war-
fare behind the front lines due to the actions
of communist partisans and isolated North
Korean troops. This situation continued until
the armistice was signed July 27, 1953.

Trauma and Characteristic Stresses of
the War

There were many factors that made the Ko-
rean War experience different from previous
wars, particularly World War II. For example,
in contrast to the strong public support during
and after World War II, public support for the
Korean War in the US was low, particularly
during its final year.? In public opinion polls
from October 1952 through April 1953, only
23% to 39% reported feeling that the war was
worth fighting.> A retrospective 1985 survey
also found that 70% of World War II veterans,
but only 33% of Korean War
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veterans reported feeling appreciated by the
US public on their return from the war.*

Those fighting in the initial months of the
war faced a particularly grim situation. Ac-
cording to LTC Philip Smith, who served
as Division Psychiatrist on the Masan Front
(Pusan Perimeter) during August and Sep-
tember of 1950, “Fighting was almost con-
tinuous and all available troops were on the
fighting front... For the most part these sol-
diers were soft from occupation duty, many
had not received adequate combat basic
training, no refresher combat training in
Korea had as yet been instituted,” he re-
ported.” “The extremes of climate coupled
with the generally rugged mountainous ter-
rain in Korea were physical factors of im-
portance...These men were psychologically
unprepared for the horrors and isolation of
war.” LTC Smith noted that the change in
status from civilian or occupation life to the
marked deprivation of the war in Korea had
been “too abrupt to allow as yet for a rea-
sonable adjustment to the new setting” and
that as a result “the highest rate of wounded
and neuropsychiatric casualties in the Korean
campaign resulted.”’

Even after this initial period, the nature of
the shifting war, the challenging terrain, the
high military casualty rate, and the high rate
of civilian casualties and displacement con-
tinued throughout the war. The climate was
also harsh; Korean War veterans were more
likely than were those in World War II or Viet-
nam to experience injuries related to exposure
to extreme cold during the winters (frostbite
was among the most common service disabil-
ities).!* During the Chosin Reservoir Cam-
paign in late 1950, temperatures were as low
as -50° F with a wind chill as low as -100° E*
In addition to cold injuries, other physical
health concerns for Korean War veterans were
noise injuries from gunfire and explosions
and occupational hazards, such as exposure

to asbestos, radiation, and polychlorinated bi-
phenyls (PCBs).*

PTSD IN KOREAN WAR VETERANS

It is clear that Korean War combat veterans
were exposed to traumatic events. It is un-
known how many developed PTSD. While
notions of psychological distress and dis-
ability related to combat trauma exposure
have existed for centuries, Korean War and
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World War II veterans are a remaining link
to pre-DSM PTSD mental health in the mili-
tary. Military/forward psychiatry—psychiat-
ric services near the battle zone rather than
requiring evacuation of patients—was pres-
ent in Korea from the early months of the war,
but the focus of forward psychiatry was to re-
duce psychiatric causalities from combat fa-
tigue and maximize rapid return-to-duty.*®
With no real conception of PTSD, there were
limited treatments available, and evidenced-
based trauma-focused treatments for PTSD
would not be introduced for at least another
4 decades.”™

Skinner and Kaplick conducted a histor-
ical review of case descriptions of trauma-
related conditions from World War I through
the Vietnham War and noted the consis-
tent inclusion of hyperarousal and intrusive
symptoms, although there also was a greater
emphasis on somatic conversion or hysteria
symptoms in the earlier descriptions.*® By the
Korean War, descriptions of combat fatigue
included a number of symptoms that over-
lap with PTSD, including preoccupation with
the traumatic stressor, nightmares, irritability/
anger, increased startle, and hyperarousal !
But following the acute phases, attention to
any chronic problems associated with these
conditions waned. As was acknowledged by
a military psychiatrist in a 1954 talk, stud-
ies of the long-term adjustment of those who
had “broken down in combat” were sorely
needed.® In a small 1965 study reported by
Archibald and Tuddenham, persistent symp-
toms of combat fatigue among Korean War
veterans were definitely present, and there
was even a suggestion that the symptoms had
increased over the decade since the war.**

Given the stoicism that typified cultural ex-
pectations for military men during this period,
Korean War veterans may also have been re-
luctant to seek mental health treatment either
at the time or later. In short, it is likely that a
nontrivial proportion of Korean War veterans
with PTSD were underdiagnosed and received
suboptimal or no mental health treatment for
decades following their war experiences.*> Al-
though the nature of the war, deployment, and
public support were distinct in World War 11
vs the Korean War, the absence of attention
to the long-term effects of disorders related to
combat trauma and the cultural expectations
for stoicism suggest that PTSD among aging
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World War II veterans may also have gone un-
derrecognized and undertreated.

Apart from the lack of interest in chronic
effects of stressors, another problem that has
plagued the limited empirical research on Ko-
rean War veterans has been the propensity to
combine Korean War with World War II vet-
eran samples in studies. Because World War
II veterans have outnumbered Korean War
veterans until recently, combined samples
tended to have relatively few Korean War vet-
erans. Nevertheless, from those studies that
have been reported in which 2 groups were
compared, important differences have been re-
vealed. Specifically, although precise estimates
of the prevalence of PTSD among Korean War
combat veterans have varied depending on
sampling and method, studies from the 1990s
and early 2000s suggested that the prevalence
of PTSD and other mental health concerns as
well as the severity of symptoms, suicide risk,
and psychosocial adjustment difficulties were
worse among Korean War combat veterans
relative to those among World War II com-
bat veterans; however, both groups had lower
prevalence than did Vietnam War combat vet-
erans.?!**37 Several authors speculated that
these differences in outcome were at least par-
tially due to differences in public support for
the respective wars.>**’

Although there has been a paucity of re-
search on psychiatric issues and PTSD in Ko-
rean War veterans, POWs who were very
likely to have been exposed to extreme psy-
chological traumas have received some at-
tention. There have been comparisons of
mortality and morbidity among POWs from
the Korean War (PWK), World War II Pa-
cific Theater (PW]), and Europe (PWE).*
Among measures that were administered to
the former POWs, the overall pattern seen
from survey data in the mid-1960s revealed
significantly worse health and functioning
among the PWK and PW]J groups relative to
the PWE group, with psychiatric difficulties
being the most commonly reported impair-
ments among the former 2 groups. This pat-
tern was found most strongly with regards to
objective measures, such as hospitalizations
for “psychoneuroses,” and US Department
of Veterans Affairs (VA) disability records, as
well as based on self-reported psychosocial/
recreational difficulties measured using the
Cornell Medical Index (CMI).38

Korean War Veterans
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Gold and colleagues reported a follow-
up study of more than 700 former POWs
who were reinterviewed between 1989 and
1992.%° Although there was no scale of PTSD
symptoms prior to formulation of the diag-
nosis in 1980, the CMI was a self-reported
checklist that included a large range of both
medical as well as behavioral and psychiat-
ric symptoms. Thus, using CMI survey re-
sponses from 1965, the authors examined
the factor structure (ie, the correlational re-
lationships between multiple scale items and
subgroupings of items) of the CMI relative
to diagnosis of PTSD in 1989 to 1992 based
on results from the Structured Clinical Inter-
view for the DSM-III-R (SCID). The intent
was to help discern whether the component
domains of PTSD were present and inter-
correlated in a pattern similar to that of the
contemporary diagnosis. The investigators
examined the factor structure of 20 psycho-
logical items from the CMI that appeared rel-
evant to PTSD criteria using the 1965 data.
Three factors (subgroups of highly intercor-
related items) were found: irritability (31%
of variance), fearfulness/anxiousness (9% of
the variance), and social withdrawal (7% of
the variance). Although these did not directly
correspond to, or fully cover, DSM PTSD do-
mains or criteria, there does appear to be a
thematic resemblance of the CMI findings
with PTSD, including alterations in arousal
and mood, vigilance, and startle.

IDENTIFICATION AND TREATMENT OF
PTSD IN OLDER VETERANS

Of the 1.2 million living Korean War veter-
ans in the US, 36.3% use VA provided health
care.*® There are a number of complicating
factors to consider in the current identification
and treatment of PTSD in this cohort, includ-
ing their advanced age; physical, cognitive,
and social changes associated with normal
aging; the associated medical and cognitive co-
morbidities; and the specific social-contextual
factors in that age cohort. Any combination of
these factors may complicate recognition, di-
agnosis, and treatment. It is also important to
be cognizant of the additional stressors that
may have been experienced by ethnic mi-
norites and women serving in Korea, which
are poorly documented and studied. Racial in-
tegration of the US military began during the
Korean War, but the general pattern was for
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African American soldiers to be assigned to
all-white units, rather than the reverse.'***
And although the majority of military person-
nel serving in Korea were male, there were
women serving in health care positions at mo-
bile army surgical hospital (MASH) units,
medical air evacuation (Medevac) aircraft, and
off-shore hospital ships.

The clinical presentation of PTSD in
older adults has varied, which may partially
relate to the time elapsed since the index
trauma. For example, older veterans in gen-
eral may show less avoidance behavior as a
part of PTSD, but in those who experience
trauma later in life there may actually be
greater avoidance.”* There have also been
discrepant reports of intrusion or reexperi-
encing of symptoms, with these also poten-
tially reduced in older veterans.®* However,
sleep disturbances seem to be very common
among elderly combat veterans, and atten-
tion should be paid to the possible presence
of sleep apnea, which may be more common
in veterans with PTSD in general ¥4

PTSD symptoms may reemerge after de-
cades of remission or quiescence during
retirement and/or with the emergence of neu-
rocognitive impairment, such as Alzheimer
disease or dementia. These individuals may
have more difficulty engaging in distracting
activities and work and spend more time en-
gaging in reminiscence about the past, which
can include increased focus on traumatic
memories.”# Davison and colleagues have
suggested a concept they call later-adulthood
trauma reengagement (LATR) where later in
life combat veterans may “confront and re-
work their wartime memories in an effort to
find meaning and build coherence.”* This
process can be a double-edged sword, lead-
ing at times positively to enhanced personal
growth or negatively to increased symptoms;
preventive interventions may be able foster a
more positive outcome.*®

There is some evidence supporting the va-
lidity of the Clinician Administered PTSD
Scale (CAPS) for the evaluation of PTSD in
older adults, although this was based on the
DSM-IlI-revised criteria for PTSD and an ear-
lier version of CAPS.* Bhattarai and colleagues
examined responses to the 35-item Mississippi
Scale for Combat-Related PTSD (M-PTSD)
using VA clinical data collected between 2008
and 2015 on veterans of each combat era from
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World War II through the post-9/11.%° Strong
internal consistency and test-retest reliabil-
ity of the M-PTSD was observed within each
veteran era sample. However, using chart di-
agnosis of PTSD as the criterion standard,
the cut-scores for optimal balance of sensi-
tivity and specificity of the M-PTSD scores
were substantially lower for the older co-
horts (World War II and Korean War veter-
ans) relative to those for Vietham and more
recent veteran cohorts. The authors con-
cluded that M-PTSD can be validly used to
screen for PTSD in veterans within each
of these cohorts but recommended using
lower than standard cut-scores for Korean
War and World War II veterans.™

This is also consistent with reports
that suggest the use of lower cut-scores
on self-administered PTSD symptom
screens.®* For the clinician interested in
quantifying the severity of PTSD, the most
recent tools available are the CAPS-5 and the
PCL-5, which have both been created in ac-
cordance with the DSM-5. The CAPS-5 is a
rater-administered tool, and the PCL-5 is self-
administered by the veteran. Although there
has been little research using these newer
tools in geriatric populations, they can cur-
rently serve as a means of tracking the se-
verity of PTSD while we await measures that
are better validated in Korean War and other
older veterans.

Beyond specific empirical guidance, VA
clinicians must presently rely on clinical ob-
servations and experience. Patients from the
Korean War cohort often present at the in-
sistence of a family member for changes in
sleep, mood, behavior, or cognition. When
the veterans themselves present, older adults
with PTSD often focus more on somatic con-
cerns (including pain, sleep, and gastrointes-
tinal disturbance) than psychiatric problems
per se. The latter tendency may in part be
due to the salience of such symptoms for
them, but perhaps also due to consider-
able stigma of mental health care that is still
largely present in this group.**

PSYCHOTHERAPY

Current VA treatment guidelines recommend
trauma-focused therapies, with the strongest
evidence base for prolonged exposure (PE),
cognitive processing therapy (CPT), and eye
movement desensitization and reprocessing
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(EMDR) therapies.”!

Unfortunately, there is a dearth of pub-
lished empirical data to evaluate the risks
and effectiveness of these therapies not just
in the context of Korean War veterans, but
among any older adult with PTSD popula-
tion.>>#>233 Recently, Thorp and colleagues
published the first randomized controlled trial
comparing PE to a relaxation training (RT)
therapy among older veterans (83% were from
the Vietnam era).>* RT is frequently used as a
control condition for RCTs involving trauma-
focused therapies. They found PE as well as
RT to be well-tolerated by participants. They
also found some evidence for superior efficacy
in PE relative to RT, although the persistence
of that improvement was less for self-rated vs
clinician-rated symptoms. As the investigators
noted, only 35% of those receiving PE exhib-
ited clinically significant change, and 77% still
met diagnostic criteria for PTSD, suggesting a
persistence of symptom distress and need for
further intervention research to advance treat-
ment for PTSD in older adults.

There have been several excellent prior re-
views discussing treatment of PTSD in older
adults generally.'9*#>2 These reviews have
invariably expressed concern about the lack
of sufficient empirical studies, but based on
evidence from studies and case reports, there
seems to be tentative support that trauma-
focused therapies are acceptable and effica-
cious for use with older adults with PTSD. In
their recent scoping review, Pless Kaiser and
colleagues made several recommendations
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for trauma-focused therapy with older adults,
including slow/careful pacing and use of
compensatory aids for cognitive and sensory
deficits.** When cognitive impairment has
exacerbated PTSD symptoms, they suggest
therapists consider using an adapted form
of CPT completed without a trauma narra-
tive. For PE they recommend extending con-
tent across sessions and involving spouse or
caregivers to assist with in vivo exposure and
homework completion.**

Recent studies suggest that PTSD may be
a risk factor for the later development of neu-
rodegenerative disorders, and it is often dur-
ing assessments for dementia that a revelation
of PTSD occurs.'*##5> Cognitive impairment
may also be of relevance in deciding on the
type of psychotherapy to be implemented, as
it may have more adverse effects on the ef-
fectiveness of CPT than of exposure-based
treatments (PE or EMDR). It may be useful to
perform a cognitive assessment prior to initia-
tion of a cognitive-based therapy, although ex-
tensive cognitive testing may not be practical
or may be contraindicated because of fatigue.
A brief screening tool such as the Montreal
Cognitive Assessment or the Mini-Mental
State Examination may be helpful.>®>’

Prolonged exposure has been reported
by many clinicians to be effective in older
adults with PTSD; however, due consider-
ation should be given to the needs of indi-
viduals, as many have functioned for decades
by suppressing memories. Cognitive im-
pairment may be important, as cognitive re-
sources may have been utilized to cope with
earlier traumas, and there may be a recru-
descence or exacerbation of PTSD symptoms
as these resources are compromised. There
may therefore be a reemergence of symptoms
that are more amenable to an exposure-based
treatment. Veterans with PTSD and dementia
can present particularly difficult treatment di-
lemmas because with progression of the de-
mentia, standard PTSD treatments, including
exposure-based treatments, may cease to be
viable. Instead, the focus of intervention may
need to be on specific environmental triggers
and behavioral approaches that may also be
designed to aid caregivers.

Apart from the treatment needs for specific
PTSD symptoms, the decades-long effects of
poor sleep, irritability, hypervigilance, and dis-
sociation also have social consequences for pa-
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tients, including marital discord and divorce,
and social and family isolation that should
be addressed in therapy when appropriate.
In addition, many Korean War veterans, like
all veterans, sought postmilitary employment
in professions that are associated with higher
rates of exposure to psychological trauma,
such as police or fire departments, and this
may have an exacerbating effect on PTSD.*®

Pharmacotherapy

There is very little empirical evidence guiding
pharmacologic approaches to PTSD in older
veterans. This population is at increased risk
for many comorbidities, and pharmacologic
treatments many require dosage adjustments,
as is the case for any geriatric patient. Selec-
tive serotonin reuptake inhibitor (SSRI) and
serotonin norepinephrine reuptake inhibitor
(SNRI) medications have been proposed for
some cases of PTSD.*% Health care providers
may consider the SSRIs escitalopram or sertra-
line preferentially given their decreased poten-
tial for drug-drug interactions, anticholinergic
effects, or cardiac toxicity compared with that
of other drugs in this class.®®°! As venlafax-
ine can increase blood pressure, especially at
higher doses, prescribers may choose dulox-
etine as an alternative if a SNRI is indicated.®
For veterans when prazosin is being consid-
ered for nightmare control, monitoring for hy-
potension, orthostasis, and the administration
of other antihypertensives or prostatic hyper-
trophy medications is necessary.®* The use of
benzodiazepines, while not recommended for
PTSD, should be viewed with even greater
trepidation in a geriatric population given en-
hanced risk of falls and confusion in the geri-
atric veteran population.®*®?

CONCLUSIONS
Many of the oldest veterans (aged > 80 years)
are from the Korean War era. The harsh and
unique nature of the war, as well as the dif-
ferences in context and support from the US
public, and the outcome of the war, may have
all contributed to and elevation of “combat
fatigue” and PTSD among combat veterans
from the Korean War. As the “forgotten war”
cohort also has been forgotten by research-
ers, relatively little is known about posttrau-
matic stress sequelae of these veterans in the
decades following the war.

From available evidence, we can readily
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surmise that problems were underrecognized
and suboptimally diagnosed and treated.
There is tentative evidence supporting the
use of standard interviews and rating scales,
such as the CAPS, M-PTSD, and PCL, but
lower cut-scores than applied with Vietnam
and later veteran cohorts are generally rec-
ommended to avoid excessive false negative
errors. In terms of psychotherapy treatment,
there is again a stark paucity of systematic re-
search, but the limited evidence from stud-
ies of PTSD treatment in older adults from
the general population tentatively support
the acceptability and potential efficacy of
recognized evidence-based trauma-focused
psychotherapies for PTSD. Research on med-
ication treatment is similarly lacking, but the
general recommendations for the use of SSRI
or SNRI medications seem to be valid, at least
in our clinical experience, and the general
rules for geriatric psychopharmacology defi-
nitely apply here—start low;, go slow.

There are several important avenues for
future research. Most pressing among these
are establishing the effectiveness of exist-
ing treatments, and the modifications that
may be needed in the broader context of
the above factors, as well as the physical
and cognitive changes associated with ad-
vanced age. Further research on the phenom-
enologic aspects of PTSD among Korean War
and subsequent cohorts are also needed, as
the information obtained will not only guide
more effective personalized treatment of the
Korean War veterans who remain with us,
but also inform future generations of care in
terms of the degree and dimensions of vari-
ability that may present between cohorts and
within cohorts over the life span.
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