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Biopsychosocial challenges in primary care for the
combat PTSD patient from a social work and
psychiatry perspective
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Primary care providers are often the first encounter a patient has with medical care and are increasingly
being expected by current health care models to extend their case care management role to the Centers
for Medicare and Medicaid Services’ “Advanced Primary Care model, also known as the patient-
centered medical home.” This article will focus strongly on the psychodynamics of posttraumatic stress
disorder to help primary care providers begin to better define, understand, and evaluate the complex
psychological, social, medical, and neurochemical sequelae of posttraumatic stress disorder in combat
veterans, and to identify and select biopsychosocial resources for an appropriate needs-based evaluation
and treatment disposition for combat veterans.
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Posttraumatic stress disorder (PTSD) is a complex phenom-
enon that is the result of an individual encountering a situation
that elicits mortal fear in that individual at the perception level
of the individual and not a result of the objective observation of
an external person. This can be a direct threat or witness by
proxy. As defined by the Diagnostic and Statistical Manual of
Mental Disorders (DSM-IV), it is a compilation of multiple
physical manifestations of severe anxiety, with the hallmark
defining symptoms being disrupted sleep and nightmares.
Other manifestations include the development of irritability
and anger as secondary strategic emotions to manage severe
anxiety. PTSD and posttraumatic anxiety disorder (currently
best embodied in the diagnosis of Anxiety Disorder NOS in the
current DSM-IV1 and reflected by the 17-item PTSD checklist
used by the Department of Veterans Affairs2) are often misdi-
agnosed for the symptoms of the whole, such as depressive
disorder, social anxiety disorder, panic disorder, attention defi-

cit–hyperactivity disorder or cognitive disorder, sleep disorder,
nightmare disorder, or an independent substance abuse disor-
der.3 As with most psychiatric diagnostic criteria, there is also
a functional criterion to the definition of PTSD along with the
contextual application of diagnostic criteria. In fact, most pa-
tients who present with residual psychophysiological manifes-
tations of trauma do not meet the full diagnostic criterion of the
severity of PTSD and often manage to maintain functional
employment and personal lives. Nonetheless, individuals with
posttrauma symptomology—particularly combat veterans who
have been exposed to the unique trauma of the battlefield—
have significant emotional pain that affects their physical, psy-
chological, and social health; and well-being. Primary care
providers are often the first to encounter a patient with medical
care, and therefore on the front line of treating PTSD. Primary
care providers are increasingly being asked by current healthcare
models to extend their case care management role to the
Centers for Medicare and Medicaid Services (CMS) “Ad-
vanced Primary Care model (APC), also known as the
patient-centered medical home.”4
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DSM-IV-TR criteria for PTSD

In 2000, the American Psychiatric Association revised the
PTSD diagnostic criteria in the DSM-IV-TR).5 The diag-
nostic criteria (A-F) are specified in Table 1.

Diagnostic criteria for PTSD include a history of exposure
to a traumatic event that meets two criteria and symptoms from
each of three symptom clusters: intrusive recollections,
avoidant/numbing symptoms, and hyperarousal symptoms. A
fifth criterion concerns duration of symptoms, and the sixth
assesses functioning.

Defining the population

This article focuses on the combat veteran but it is prudent to
note that when presented with a military veteran, posttraumatic
symptoms or full disorder should not be discounted solely
because an individual was not exposed to a known battle
situation, or because their Military Operations Specialty
(MOS) was non–combat oriented. The unique stressors in a
system at war, managed by individuals whose rank is often
indicative of suffering the multiple redeployment repetitive
traumas of war, have presented multiple examples of posttrau-
matic anxiety disorder in both seasoned and unseasoned soldiers,
male and female, old and young; from pre-military service, de-
ployed and nondeployed, combat MOS and noncombat MOS;
and they should not be overlooked. In fact, many MOSs one
would not consider to be involved combat are often used for front
line combat activity rotations. Some of these include soldiers
trained primarily for security detail or even the food service.
Battlefield exposure and combat is not exclusive to Infantry, Cal-
vary Scouts, and bomb disposal personnel; and the battlefield can
be both inside and outside a secured post of operation.

Individuals who have served in both Operation Enduring
Freedom (OEF) and Operation Iraqi Freedom (OIF) have been
exposed to high levels of trauma.6 Further, given the extended
duration of the current war, many of these individuals have
experienced multiple exposures to an array of different types of
trauma because of multiple deployments. This exposure to
such prolonged trauma is related to an increase in psycholog-
ical disturbances such as and including PTSD, anxiety disor-
ders, and depression.7 In addition to an increase in mental
health concerns, individuals who have served in OIF/OEF also
have difficulty with psychosocial functioning8 such as marital
concerns, interpersonal difficulties, and an increase in risk-
taking behavior (e.g., alcohol/substance use).9 Both mental
health concerns and difficulty with psychosocial functioning
are related to an increased risk of suicide.7,9,10

Psychodynamic theoretical aids to diagnosis:
Understanding and predicting behavior and
risks

Given the above concerns, this population is in significant
need of intensive treatment. However, many OEF/OIF vet-

erans struggling with psychological disturbances, and those
also experiencing difficulties with psychosocial functioning,
often do not willingly seek treatment.7 This typically leads
to a further decrease in psychological functioning. Often it
is the risk-taking behavior that brings attention to the mental
health concern, thereby deeming an individual appropriate
for intensive outpatient and/or inpatient treatment that fo-
cuses comprehensively on all of the presenting and under-
lying issues.

To better understand the nature of the posttraumatic
stress veterans deal with, it is helpful to elucidate the most
intensive form of directed intervention for them.

Within an inpatient setting that offers treatment specific
to the needs of the combat stress population, there is an
opportunity to not only receive medication that will help
stabilize mood and behavioral symptoms, but also to receive
intensive, trauma-specific psychotherapies that assist in the
promotion of recovery and psychological recompensation.

For example, one such inpatient facility, the Military
Wellness Program at The Holliswood Hospital, has devel-
oped an integrative model of treatment for OEF/OIF veter-
ans that offers treatment for related mental health concerns
using a trauma-informed clinical perspective to treat behav-
ioral health and substance misuse disorders. This approach
is based on three integrative and fundamental aspects of
treatment:

(1) Integration of trauma treatment and substance/alcohol
abuse treatment

(2) Integration of developmental trauma theory and acute/
situational trauma theory

(3) Integration of a “traditional” inpatient treatment pro-
gram with trauma processing treatments and alternative
therapeutic approaches

When one develops the knowledge and understanding of
the relationship between trauma and substance/alcohol use,
the integration of trauma treatment and substance/abuse
treatment is truly the only logical model of treatment to
follow.

Fisher11 most succinctly elucidated a coalescence of both
trauma and substance/alcohol use when she referred to the
use of substances as a “survival strategy,” when one is
confronted with or exposed to triggers or reminders of the
traumatic memory. This is a way for the individual to
allay themselves of overwhelmingly unmanageable and de-
structive thoughts and dysregulated feelings. Her work,
based on that of Siegal,12 refers to each individual’s “win-
dow of tolerance,” where their ability to maintain the self
within the window of tolerance allows for manageability
and control over thoughts and/or emotions. Once outside
this zone of optimal arousal, thoughts and feelings become
overwhelming, leaving the traumatized individual at in-
creased risk to self-medicate with either drugs and/or alco-
hol. Notably, people are known to use a wide array of
self-compensatory mechanisms of avoidance to remain
within or to return to their windows of tolerance. These can
be seen manifested in the “-aholisms” (including workaho-
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Table 1 DSM-IV criteria (A-F)

Criterion A: Stressor The person has been exposed to a traumatic event in which both of the following have
been present:

The person has experienced, witnessed, or been confronted with an event or events
that involve actual or threatened death or serious injury, or a threat to the
physical integrity of oneself or others.

The person’s response involved intense fear, helplessness, or horror. Note: In
children, it may be expressed instead by disorganized or agitated behavior.

Criterion B: Intrusive recollection The traumatic event is persistently re-experienced in at least one of the following
ways:

Recurrent and intrusive distressing recollections of the event, including images,
thoughts, or perceptions. Note: In young children, repetitive play may occur in
which themes or aspects of the trauma are expressed.

Recurrent distressing dreams of the event. Note: In children, there may be
frightening dreams without recognizable content.

Acting or feeling as if the traumatic event were recurring (includes a sense of
reliving the experience, illusions, hallucinations, and dissociative flashback
episodes, including those that occur upon awakening or when intoxicated). Note:
In children, trauma-specific reenactment may occur.

Intense psychological distress at exposure to internal or external cues that
symbolize or resemble an aspect of the traumatic event.

Physiologic reactivity upon exposure to internal or external cues that symbolizes or
resembles an aspect of the traumatic event.

Criterion C: Avoidant/numbing Persistent avoidance of stimuli associated with the trauma and numbing of general
responsiveness (not present before the trauma), as indicated by at least three of
the following:

Efforts to avoid thoughts, feelings, or conversations associated with the trauma.
Efforts to avoid activities, places, or people that arouse recollections of the trauma.
Inability to recall an important aspect of the trauma.
Markedly diminished interest or participation in significant activities.
Feeling of detachment or estrangement from others.
Restricted range of affect (e.g., unable to have loving feelings).
Sense of foreshortened future (e.g., does not expect to have a career, marriage,

children, or a normal life span).
Criterion D: Hyperarousal Persistent symptoms of increasing arousal (not present before the trauma), indicated

by at least two of the following:
Difficulty falling or staying asleep
Irritability or outbursts of anger
Difficulty concentrating
Hypervigilance
Exaggerated startle response

Criterion E: Duration Duration of the disturbance (symptoms in B, C, and D) is more than one month.
Criterion F: Functional significance The disturbance causes clinically significant distress or impairment in social,

occupational, or other important areas of functioning.
Specify if:
Acute: If duration of symptoms is less than three months
Chronic: If duration of symptoms is three months or more
Specify if:
With or without delay onset: Onset of symptoms at least six months after the stressor

Statistics
Nonpharmacological tx
Neurochemical dx and understanding to understand, predict behavior, and select

pharmacological interventions
Pharmacological tx
Outcomes
Resources

American Psychiatric Association. (2000). Diagnostic and statistical manual of mental disorders (Revised 4th ed.). tx � treatment; dx � diagnosis.
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lism), but the toll of withdrawing from emotional connec-
tion with others ultimately puts so much stress on the person
from tortured relationships that the ego’s attempt to protect
itself from emotional pain backfires and results in cycles of
further decompensation.

Persons exposed to overwhelming trauma or those with
PTSD show a “biphasic” trauma response, vacillating be-
tween emotional and behavioral “highs” (e.g., hypervigi-
lance, agitation, obsessive thinking) and lows (extreme dis-
sociative states, lethargy, depression) and have difficulties
with emotional regulation. Teaching individuals this con-
cept (the relationship between emotional dsyregulation and
substance misuse), and teaching them more adaptive ways
to regulate their emotional and physiological arousal, is a
key aspect of treatment.

Integrative inpatient treatment of PTSD, anxiety, depres-
sion, and substance misuse disorders requires an intimate
understanding of the difference between developmental
trauma13 and what we think of as acute (or adult-onset)
trauma, as well as the relationship between the two. Van der
Kolk13 defines developmental trauma as a chronic exposure
to trauma, typically experienced during childhood (e.g.,
childhood physical and/or sexual abuse), and of an inter-
personal nature that impedes the development of the child’s
ego in such a way that leaves them at increased risk for
subsequent trauma (and difficulties managing that trauma)
over the life span.

Furthermore, exposure to trauma of this nature almost
always leads to impairments in the following domains of
functioning: biological, cognitive, attachment, affect reg-
ulation, self-concept, dissociation, and behavioral con-
trol.14,15

What we have come to know as PTSD, as defined in the
DSM-IV-TR, recognizes that a single event (e.g., a car
accident) or even sometimes multiple events experienced as
an adult may affect the psyche in a negative way. However,
although exposure to an acute traumatic event may nega-
tively affect the emotional and behavioral functioning of an
individual, it does not necessarily alter the developmental
trajectory of an individual or present its sequelae in as
pervasive or diffuse a manner as is seen with developmental
trauma. For example, the three main criteria for PTSD
(re-experiencing, avoidance and numbing, hyperarousal) are
much more focal and directly tied in both content and
experience to the actual traumatic event when compared
with the sequelae of developmental, interpersonal trauma
experienced during childhood and adolescence.

When working with individuals who have been exposed
to trauma, it is important to inquire not only about combat-
or deployment-related trauma, but also about a history of
developmental trauma. Only after one gains a comprehen-
sive overview of the individual’s lived experience can the
treatment provider proceed with the appropriate course of
treatment.

A major part of integrative treatments aimed at decreas-
ing the frequency and severity of triggers related to the
traumatic exposure(s) and also aimed at decreasing their

vulnerability for substance misuse is to facilitate the pro-
cessing of traumatic memories. For instance, exposure-type
cognitive processing therapies, including prolonged expo-
sure therapy (PE); cognitive reprocessing therapy (CPT),
which also can be performed in a group setting; and eye
movement desensitization and reprocessing (EMDR), facil-
itate the movement of the traumatic memory from episodic
memory (overstimulating) to semantic memory (neutral)
through the use of trauma recall, cognitive processing of
emotional states, and bilateral stimulation.16 This move-
ment of the traumatic memory into semantic memory en-
ables the decrease in the intensity of the memory for the
individual, as well as a systematic reduction of trauma
triggering emotional and physiological reactivity. This de-
crease in reactivity and subsequent stabilization of one’s
level of emotional arousal also assists in the reduction of
substance misuse by the elimination of the triggers that led
to the maintenance of the cravings.

In addition, true integrative treatment involves the cre-
ative and evidence-based amalgamation of multiple treat-
ment modalities during the inpatient treatment experience,
including alternative, nonverbal therapies such as expres-
sive art therapy, which uses deliberate art assignments to
assist in the expression of underlying psychological con-
cerns.17-19

Many traditional inpatient treatment programs are work-
ing to meet the challenge of providing effective treatment
for combat PTSD by promoting the coalescence of expo-
sure-based therapies (i.e., EMDR) with creative arts thera-
pies17-19 and ensuring the coordinated application of multi-
ple treatment paradigms across disciplines and clinicians to
“layer” and phase treatment across both verbal and nonver-
bal modalities, all coordinated by an integrated treatment
team that promotes peer support and peer engagement to
lead to a higher level of treatment success, as well as a
dissolution of the stigma and resistance typically associated
with being in an inpatient treatment facility. This is key to
approaching the individual treatment needs and preferences
of each service member who seeks care. Another key aspect
of treatment support is coordinating services with health
care payers and not-for-profit groups to obtain durations for
the needed course of inpatient treatment that is often non-
existent in the managed care system, as well as transporta-
tion to and from the facility for both patient and family for
further economic relief as well as for an opportunity to
therapeutically serve to reintegrate the family.

Assessment of the combat veteran in primary
care psychosocial assessment

Many combat veterans will present to their primary care
providers and/or outpatient psychiatry and behavioral health
providers, whether Veterans Affairs (VA) or civilian. As
with most disorders or disease, acuity and patient engage-
ment dictates the appropriate level of care that is given.
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Within the myriad of complexity of diagnoses and treat-
ment, some basic themes emerge that can serve as indis-
pensible tools for the first responding or the care-coordinat-
ing primary care provider.

The initial safety assessment

Uniquely, the combat veteran has been trained to kill as well
as to survive, and part of training for survival is to aid fellow
soldiers’ survival. This can lead to survivor guilt for a buddy
that could not be saved, as well as hypervigilence in civilian
life because of the lack of similarly trained battle buddies to
count on for safety. As well, the primary security for a
soldier is a weapon. Weapons include guns, knives, as well
as strength and training in hand-to-hand combat. Because
the first goal of any medical practice is safety, it is important
to discern whether the patient has immediate access to these
weapons at times of severe psychological stress when judg-
ment may be impaired (this is also true for substance or
medication abuse). Is there a gun or knife under the bed that
can be grabbed when the veteran is disoriented from a
nightmare? Is unknowingly hitting or strangling a partner
during sleep the result of combat nightmare? Is the veteran
stopping to confront and threaten other drivers when irrita-
bility with others triggers anger from feeling the anxiety of
being trapped with no escape from harm or from being
unwillingly put into a dangerous and harmful situation? It is
also important to understand that a person who has experi-
enced psychological trauma often goes to great lengths to
avoid reminders of the trauma that could result in extreme
anxiety. A health care provider who may resemble the
ethnicity of the enemy that the veteran encountered could
present as a threat to the veteran, resulting in anxiety and
anger, and possibly combativeness. Because the core of the
anxiety is a feeling of being trapped with no escape from
danger (per the DSM-IV-TR),2 it is best to allow the patient
to withdraw from the treatment session at will without
restraint if they so choose because the fear is irrational. That
fear often does not respond to rational discussion, and in
fact discussion often escalates the person’s anxiety and
anger. PTSD is not so much the memory of a traumatic
event, but the residual unprocessed emotions from oft-re-
peated trauma.13

It is notable that the course of adjustment to psycholog-
ical stress of combat deployment is within a few weeks to
months of returning from deployment.20 The normal psy-
chological processing back to a state of health can be hin-
dered by subsequent traumas as discussed before, such as
deaths in the family, family and marital problems, and
redeployments, before the initial trauma is sufficiently re-
solved. Veterans who continue to have significant symp-
toms by the time they are out of the military and then
present to civilian providers should be considered for psy-
chiatric referral for medication evaluation and management
as well as trauma-based psychotherapy, preferably with

professionals experienced in treating combat trauma, be-
cause a significant amount of time has elapsed in which the
trauma has not been sufficiently processed from the time
the trauma was experienced to the time the veteran has left
the military and presented to a primary care provider.

As we touched on before, the psychological and social
sequelae from postcombat trauma can be extensive, and
patients are often resistant to the overwhelming commit-
ment of treatment for fear of reliving their trauma. These
issues are often complicated by difficulties in accessing
treatment.

Medical evaluation and treatment is intertwined with
issues unique to veterans. Within the military and VA sys-
tems, a diagnosis of PTSD can be an incentive to some to
malinger symptoms, because of the generous disability ben-
efits.21 Because these evaluations are performed internally
and extensively, it is unlikely that a patient presenting to a
civilian provider will present with malingering unless they
are currently under evaluation for benefits and feel the need
to present a consistent front.

Medical assessment

Medical and mental health treatment within the military is
by its nature often fragmented, because of both soldiers and
military medical personnel deploying, changing post assign-
ments, and leaving the military at different time intervals.
There is also a cultural belief within the military that one
will be seen as weak if they seek care. This sets the popu-
lation up for unaddressed medical and mental health issues,
which may be first documented when presenting to a civil-
ian primary care provider, be it their own or even their
wife’s OB/GYN or their child’s pediatrician. The veteran
may be overwhelmed with the transition to the civilian
health care model from the military health care model,
which is free, often on demand, often inclusive of case
management coordination with their employer, and in
which appointments are considered part of their paid duty
day.

As expected, orthopedic concerns are by far the most
common injuries found in soldiers from the toll of daily
physical training and heavy work, often weighted in hun-
dreds of pounds of battle gear. It is not uncommon to see
stress injuries in young adults that one would not expect to
see for decades. However, more systemic diseases such as
elevated cholesterol and triglycerides, hypertension, diabe-
tes, and systemic diseases of which we are increasingly
uncovering a significant contributory role of stress in their
trajectories, are also being seen in the veteran population.
Orthopedic injuries are often complicated with pain man-
agement issues that become more complex in the veteran
who may misuse medication or whose anxiety is so great
that his pain cannot be relieved adequately with medication
alone; and there may be some dysregulation of the opioid
system, leading to opiate abuse.
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Psychiatric assessment

It is important to make a full assessment of existing and
preexisting disease because psychological stress can often
lead to and worsen many medical conditions. In turn, these
conditions may be significantly stabilized with effective
psychiatric symptom reduction. Many medical conditions or
reports of symptoms may also be intertwined with posttrau-
matic stress. For instance, there is a significant amount of
sleep apnea in all ages of military personnel.22 Among those
treated, those with concomitant PTSD often do not have full
relief of their insomnia and require hypnotics.22 However, a
thorough sleep assessment should be performed; there may
be confounding factors such as feeling compelled to play
the video game “Call of Duty” or watching news or movies
of war before experiencing disturbed sleep, or that sleep
may be good in the daytime or when with a partner because
of a sense of safety, but disturbed when this sense of safety
is absent. Some veterans may be afraid to fall asleep for fear
of having a nightmare. Sleep hygiene interventions, or treat-
ment of anxiety or nightmares, with nonaddictive medica-
tions, may give the patient more relief and restorative sleep
than that offered by a hypnotic.

Brain injury is also a complex issue for the combat
veteran who may have experienced one episode or repeated
episodes of being involved in bomb blasts. Many may
present with chronic headaches or seizures traceable to blast
injuries and/or paradoxical reactions to medications. Head-
ache pain if relieved, often responding to psychiatric med-
ications, can help the patient who has PTSD be better able
to resolve the memory of their traumatic experience. Al-
though attentional deficits may be related to brain injury, the
attentional deficits related to the distraction of depression
and anxiety in PTSD may be more explanatory once they
are thoroughly evaluated.

Neurochemistry of PTSD

Understanding the neurochemistry and neurobiology of
PTSD, and how it is reflected in the symptoms and reports
presenting in the medical office, can help guide treatment
for symptom reduction and for resiliency if the patient is
exposed to subsequent traumatization. Research regarding
these mechanisms continues to evolve, and there is increas-
ing understanding and detail regarding the structure and
function of the brain in patients with PTSD and the Depart-
ment of Veterans Affairs National Center for PTSD has
become a clearinghouse of informational links. However,
for the purposes of this article, we will reference a general
agreement that the amygdala is overactivated in patients
with PTSD, creating a cascade of stimulus response to the
hippocampus, frontal cortex, locus coeruleus, thalamus and
hypothalamus, and dorsal and ventral striatum. Thus, the
outward symptoms seen in PTSD—memory processing of
emotional events, learning, and behavioral responses—are
compromised.23

Many of the studied mechanisms of PTSD—means of
modulating the overactivation of the amygdala and its ef-
fects on the cortex24—have no current, practical drug ther-
apies. However, a brief understanding of some of the most
studied mechanisms for which drug therapy is available and
effective may aid the primary care provider in selecting a
treatment to begin or understanding the medication regimen
prescribed by psychiatric providers who are also caring for
their patients.

The primary systems for intervention in treatment of
PTSD symptoms are andrenergic, glucocorticoids, gluta-
mate, GABA, dopaminergic, and serotonin. In the andren-
ergic system, targeting excessive alpha-1 and beta-receptor
activation and inhibiting alpha-2-andrenergic receptors may
reduce overactivation of the amygdala and its subsequent
influence of other structures and functions. Glutamate an-
tagonists, such as anticonvulsants, may protect the gluco-
corticoid system from potentially neurotoxic stress-induced
HPA (hypothalamic-pituitary-adrenal) activation. However,
there is growing evidence that the brain’s primary excitatory
and inhibitory neurotransmitters that work directly on the
amygdala, glutamate, and GABA, when modulated by
GABAergic anticonvulsant mood stabilizers, may play a
more primary role in helping to relieve the overstimulation
of the amygdala in acute PTSD patients. As well, dopamine
antagonists may help relieve the symptoms of the dopamine
release that results from acute overstimulation of the
amygdala. Because the serotonergic system interacts with
all of these systems, patients may respond to antidepressant
therapy when their symptoms have not progressed enough
to require more direct pharmacological intervention. It is
notable that, not unlike most major psychiatric disorders,
chronicity leads to progressive treatment resistance, thus
exposing the patient to the hierarchy, and often polyphar-
macy, of medication treatment over the course of the dis-
order or the course of a lifetime. According to Stein et al.,25

about 40% of patients with PTSD do not meet typical
response criteria to antidepressants and therefore are not
symptom-free with monotherapy.

Psychiatric medication treatment of PTSD is complex in
any population, but particularly in combat PTSD and par-
ticularly if there is a premorbid psychiatric history. Al-
though it is recommended to refer out, there may be a
waiting time to see a psychiatric medication provider. The
goal of treatment should be symptom relief. The level of
distress and compromised functioning will guide medica-
tion choice. In addition to an antidepressant to treat anxiety
and depressive symptoms, it is not unusual for an antipsy-
chotic or mood stabilizer to be needed for severe anxiety
and irritability and for somnolence, but they should also be
prescribed with care for the substance abusing or suicidal
patient. Should the primary care provider be comfortable
providing full and continuing psychiatric treatment, a bal-
ance must be struck between symptom relief with medica-
tions and the patient’s often desire to want overmedicating
to numb their intolerable feelings, which ultimately hinders
psychotherapeutic resolution of the posttraumatic anxiety.26
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As Van der Kolk13 states, traumatized individuals need to
learn that it is safe to have feelings and sensations.

As with most psychiatric conditions, medications that are
short-acting or that give some form of instant gratification
are contraindicated for long-term therapeutic treatment of
disease, because they interfere with motivation to work
therapeutically toward wellness by reinforcing and creating
dependency on an external locus of control, much like the
trauma itself, and ultimately undermine recovery,27 though
there is often a use for them in short-term acute situations
while waiting for the titration of the core medication treat-
ment.

Conclusion

Although they are complex and often chronic and severe,
posttraumatic stress anxiety and PTSD are very hopeful
diagnoses. There is a required concerted effort in under-
standing and committing to treatment of both the collabo-
rating providers and the patient in psychotherapy. They are
resolvable conditions and do not need to be permanent
disabilities that affect and decline the biopsychosocial sys-
tem of the individual patient with a history of exposure to
psychological trauma.

Appendix

Below is a partial list of resources that may assist both
providers and patients. However, it should be noted that
government and private programs are continuing to emerge
to assist veterans, and as such, credible government mili-
tary-associated websites along with general internet
searches are expected to continue to disclose additional
resources.

● U.S. Department of Veterans Affairs National Center for
PTSD: Post-Traumatic Stress Disorder Resources.

http://njms2.umdnj.edu/psyevnts/ptsd.html
● U.S. Department of Veterans Affairs National Center for

PTSD: DSM Criteria for PTSD
http://www.ptsd.va.gov/professional/pages/dsm-iv-tr-

ptsd.asp
● U.S. Department of Veterans Affairs National Center for

PTSD: Biology of PTSD
http://www.ptsd.va.gov/professional/pages/fslist-

biological.asp

Hospitals specializing in treating combat PTSD

● The Holliswood Hospital
http://www.militarywellnessprogram.com
http://www.holliswoodhospital.com/

Registries of trauma therapists

● Eye Movement Desensitization and Reprocessing Inter-
national Association

● Humanitarian Assistance Program
● National Association of Social Workers

References

1. American Psychiatric Association: Diagnostic and Statistical Manual
of Mental Disorders, rev. 4th ed. Washington, DC: American Psychi-
atric Association, 2000

2. Department of Veterans Affairs: PTSD Checklist (PCL). Available at:
http://www.ptsd.va.gov/professional/pages/assessments/ptsd-checklist.
asp. Accessed September 9, 2011

3. Sumpter RE, McMillan TM: Misdiagnosis of PTSD following severe
traumatic brain injury. Br J Psychiatry 186:423-426, 2005

4. HealthReform.gov: Fact Sheet: Medicare-Medicaid Advanced Primary
Care Demonstration Initiative. Available at: http://www.healthreform.
gov/newsroom/factsheet/medicalhomes.html. Accessed September 9, 2011

5. Available at: http://www.behavenet.com/capsules/disorders/
dsm4TRclassification.htm. Accessed January 12, 2012

6. Hoge CW, Castro CA, Messer SC, et al: Combat duty in Iraq and
Afghanistan, mental health problems, and barriers to care. N Engl
J Med 351:13-22, 2004

7. RAND Study: Invisible Wounds of War: Psychological and Cognitive
Injuries, Their Consequences, and Services to Assist Recovery. Santa
Monica, CA: Center for Military Health and Policy Research, 2008

8. Blevins D, Roca JV, Spencer T: Life Guard: Evaluation of an ACT-
Based workshop to facilitate reintegration of OIF/OEF veterans. Prof
Psychol Res Pr 42:32-39, 2011

9. Pietrzak RH, Russo AR, Ling Q, et al: Suicidal ideation in treatment-
seeking Veterans of Operations Enduring Freedom and Iraqi Freedom:
The role of coping strategies, resilience, and social support. J Psychiatr
Res 45, 720-726, 2011

10. Jakupcak M, Tull MT, McDermott MJ, et al: PTSD symptom clusters
in relationship to alcohol misuse among Iraq and Afghanistan war
veterans seeking post-deployment VA health care. Addict Behav 35:
840-843, 2010

11. Fisher J: Addictions and trauma recovery. Paper presented at the
International Society for the Study of Dissociation, November 2000

12. Siegel DJ: The Developing Mind: Toward a Neurobiology of Inter-
personal Experience. New York: The Guilford Press, 1999

13. Van der Kolk BA: Developmental trauma disorder: Toward a rationale
diagnosis for children with complex trauma histories. Psychiatr Ann
35:401-409, 2005

14. Cook A, Blaustein M, Cloitre M, et al: Complex trauma in children
and adolescents. Psychiatr Ann 35:390-400, 2005

15. Van der Kolk BA, Pynoos RS, Cicchetti D, et al: Proposal to include
a developmental trauma disorder diagnosis for children and adoles-
cents in DSM-V. Available at: www.traumacenter.org/announcements/
DTD_NCTSN_official_submission_to_DSM_V_Final_Version.pdf. Ac-
cessed September 9, 2011

16. Stickgold R: EMDR: A putative neurobiological mechanism of action.
J Clin Psychol 58:61-75, 2002

17. Carlson J, Chemtob CM, Rusnak K, et al: Eye movement desensiti-
zation and reprocessing (EMDR): Treatment for combat-related post-
traumatic stress disorder. J Trauma Stress 11:3-24, 1998

18. Collie K, Backos A, Malchiodi C, et al: Art therapy for Combat-related
PTSD: Recommendations for research and practice. Art Therapy:
Journal of the American Art Therapy Association 23:157-164, 2006

19. Johnson L: A place for art in prison: Art as a tool for rehabilitation and
management. Southwest Journal of Criminal Justice 5:100-120, 2008

20. Smith TC, et al. Linking exposures and health outcomes to a large
population-based longitudinal study: The Millennium Cohort Study.
Military Medicine 176:56-63, 2011

21. Tolin DF, Steenkamp MM, Marx BP, et al: Detecting symptom exaggeration
in combat veterans using the MMPI-2 symptom validity scales: A mixed
group validation. Psychol Assess 22:729-736, 2010

42 Osteopathic Family Physician, Vol 4, No 2, March/April 2012



Author's personal copy

22. Capaldi VF, Guerrero ML, Killgore WD: Sleep disruptions among
returning combat veterans from Iraq and Afghanistan. Military Med-
icine 176:879-888, 2011

23. Davis M, Whalen PJ: The amygdala: Vigilance and emotion. Mol
Psychiatry 1:13-34, 2001

24. Charney DS: Psychobiological mechanisms of resilience and vulner-
ability: Implications for the successful adaptation to extreme stress.
Am J Psychiatry 161:195-216, 2004

25. Stein DJ, Isper JC, Seedat S: Pharmacotherapy for post traumatic
stress disorder (PTSD). Cochrane Database Syst Rev 25:1, 2006

26. Nakell L: Adult post-traumatic stress disorder: Screening and treating
in primary care. Prim Care 34, 593-610, 2007

27. Agency for Healthcare Research and Quality: PTSD Pharma-
cotherapy: VA/DoD Clinical Practice Guidelines. Available at:
http://www.guideline.gov/content.aspx?id�25628&search�ptsd�
pharmacotherapy/. Accessed September 9, 2011

43Bulin and Zawalski Challenges Treating the Combat PTSD Patient


