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Praise for Wounded Minds

“Wounded Minds should be read by all of us but especially by the leaders of today’s armed forces…. The role PTSD plays in military suicides and some practical suggestions as to solutions and benefits conclude this remarkable book. We owe Dr. Liebert and Atty. Birnes a our gratitude for lighting up the dark side of ‘Boots on the Ground.’”

—James Squires, M.D., was a Flight Surgeon for Strategic Air Command during Vietnam, as well as a state Senator, and founding President of the Endowment for Health

“The book offers practical solutions for proper diagnoses and treatment and discusses reforms necessary in systems that play a role in creating the problem and then deny responsibility for the problem. The authors explain how an instinctual protective response instead turns into, for some, an unrelenting problem that affects one’s basic ability to work to level.”

—William C. Holliday, MD, PS, is a Police Psychiatrist specializing in Posttraumatic Stress Disorder. He is psychiatric consultant to major police departments in Washington State and full spectrum of federal law enforcement agencies

“Once again, the authors delve into the human brain in order to help the public understand the psyche of others. This time, the focus is on the warriors of this great nation, the American veteran. As a veteran of the United States Marine Corps and the son of a Marine Corps Vietnam veteran, this book helps all of us understand the complex mind of the combat veteran. I recommend this book to all who proudly served this country and those who want to fully understand the difficulty of Post-Traumatic Stress Disorder and other combat related conditions.”

—Detective Kenneth L. Mains, Founder and President, The American Investigative Society of Cold Cases (AISOCC)

“Dr. John Liebert has provided a meaningful and incisive service to veterans and our country with his significant research to heighten public awareness by identification of the invisible wounds of war which increase the risk of the lethal outcomes. Medical practitioners, government officials, military personnel, and families all need to read this provocative book which identifies the inner struggles of our veterans returning from combat situations. Dr. Liebert suggests action needs to be taken. We would all be well advised to review his findings and seriously consider his recommendations to address this critical issue to protect the veteran and the people within his or her sphere of contact.”

—Charles C. Mulcahy, USAF retired, former Chair, Milwaukee County War Memorial Center and advocate for enhancement of the rights of veterans
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Foreword by Mike Masterson

One of the most important trends in policing over the last few decades has been the growth of “community policing” and its relationships with specific constituencies or vulnerable populations within the community for whom the motto “to preserve and protect” has special importance. Those special populations look to the police, the most visible form of government, to provide leadership in their communities and to better serve and protect them. One of the most promising and certainly deserving practices that helps achieve this is to better serve military veterans in crisis. Recent wars in Iraq and Afghanistan have resulted in many soldiers returning to communities with internal conflicts continuing to rage on emotionally, mentally, and even physically. When these conflicts become too much to bear, the results are often tragic, including suicide and aggression against others—sometimes resulting in police intervention.

According to statistics from the Substance Abuse and Mental Health Services Administration (SAMHSA):

•   Almost 18.5 percent of service members returning from Iraq or Afghanistan have Post-Traumatic Stress Disorder (PTSD) or depression, and 19.5 percent report experiencing a traumatic brain injury (TBI) during deployment.

•   In 2008, 47 percent of all current Department of Defense (DOD) service personnel were binge drinkers.

•   Nearly 50 percent of service members who need treatment for mental health conditions seek it, but only slightly more than half who receive treatment receive adequate care.

•   In 2010, the U.S. Army’s suicide rate among active-duty soldiers dropped slightly (162 in 2009; 156 in 2010), but the number of suicides in the National Guard and the Army Reserve increased by 55 percent (80 in 2009; 145 in 2010).

•   Mental illnesses and substance use disorders caused more hospitalizations among U.S. troops in 2009 than any other cause.1

According to the Departments of Housing and Urban Development (HUD) and Veterans Affairs (VA), nearly 76,000 veterans were homeless on any given night in 2009. Approximately, 136,000 veterans spent at least one night in a shelter during that year.2

Both from my perspectives as a patriotic American private citizen and as a chief of police who must manage a law enforcement agency to deal with the problems referenced by SAMHSA and HUD, I see these problems confronting our veterans as absolutely unacceptable in this day and age. It’s easy to point a finger of blame at the DVA, whose offices are overwhelmed with veterans filing claims, but the larger problem is that communities themselves, and the law enforcement agencies that protect them, must step up to face the problem and help themselves by helping our veterans. For the police, we need special training in veterans issues and issues of mental health. For the courts, we need more comprehensive and better thought intervention programs. But we need better community mental health programs.

Mike Masterson, Chief of Police (Ret.),
Boise, Idaho, Police Department



1 From the Substance Abuse and Mental Health Services Administration at http://www.samhsa.gov/veterans-military-families

2 VA & HUD Issue First-Ever Report on Homeless Veterans (2/10/2011) at http://www.va.gov/opa/pressrel/pressrelease.cfm?id=2053


Foreword by Peter Grimm

“Without force health protection, we cannot have force protection…. And without force protection, we can neither defend this nation in foreign wars nor defend its private citizens inside our own borders.”

Wounded Minds examines the history and practice of recognizing and treating Post-Traumatic Stress Disorder (“PTSD”). It illustrates with potential examples the danger to individuals and society of failing to properly diagnose and treat PTSD and proposes solutions. Wounded Minds contains valuable insight for practicing psychiatrists, officials in Congress or the Veterans Administration, and even the general public. The current epidemic of “mass murders” in America makes this a timely topic, if only because most killings classified as “mass murders” are actually murder-suicides.

The stresses which can produce PTSD are not unique to our military. Those from abusive homes, those who have experienced bullying, those in the law enforcement community, victims of sexual abuse, and those who simply experienced an horrific event may all exhibit symptoms of PTSD. But those who have been to war are far more likely to acquire PTSD to a degree that is debilitating. One has only to realize that suicide rates among our military veteran population are nearly triple the national norm to understand this. And worse, those committing suicide often take others with them.

Dr. John Liebert has practiced clinical psychiatry for over fifty years. He began in the 1960s in the military and continues to this day in private practice. He has treated thousands of military and law enforcement personnel, many with symptoms of PTSD. The breadth and scope of his practice makes him uniquely qualified to report and critique the history of government policies with regard to PTSD, from initial denial to the current acknowledgement. It also makes his counsel extremely valuable in assessing the current state of evaluation and treatment and the way forward.

Peter Grimm is a West Point Graduate and field commander in Vietnam, awarded the Purple Heart. His family and personal roots run both deep and broad within The Long Gray Line of West Point grads.


Preface by Meg Kissinger

Wade Michael Page’s Army buddies knew for years that he was a dangerously troubled man.

They feared he might kill himself. Yet, when they broke into his apartment one night and found him passed out drunk on the floor, they agreed to keep it quiet. That’s what Army buddies do: they close ranks, protect one another.

“I wish now that we would have reported it,” said Christopher Robillard, Wade’s fellow psychological operations corp members.

Maybe if they had, Page would have gotten the help he needed. Maybe he would not have burst into a Sikh temple in Oak Creek, Wis., and killed six worshippers before turning the gun on himself.

As I groped to try and understand Page’s motivations for the readers of the Milwaukee Journal Sentinel, I knew immediately whom to call. John Liebert is the nation’s expert on the psychological trauma our military faces. A Vietnam veteran and psychiatrist, John screens military officers for their fitness to serve. His insight and advice have been critical in my efforts to make sense of these senseless acts.

The problems have only intensified since Page’s rampage in 2012. There is more than one mass killing in America a day, many committed by veterans who suffered trauma while in service. Suicides by veterans began to spike to all-time highs in 2005 and continue their upward trajectory.

It’s now a full-blown public health epidemic.

Liebert and his co-author William Birnes provide a desperately needed course on understanding the trauma our nation’s troops suffer with the eccentricities and uncertainties that distinguish modern warfare. They walk us through the science of post-traumatic stress and describe in chilling detail the havoc that ensues when this is left untreated.

We need to come to grips with this crisis, and this book gives us a roadmap of how to do that. The casualties of modern combat mount long after these soldiers return home.

Like Page’s buddies, we ignore these problems at our peril.

Meg Kissinger is an investigative reporter for the Milwaukee Journal Sentinel and the Eugene S. Pulliam Distinguished Visiting Professor of Journalism at DePauw University. She was a finalist for the Pulitzer Prize in investigative reporting and has won two George S. Polk Awards.


Chapter 1

What is Post-Traumatic Stress Disorder?

You may remember the character of James Bellamy from the PBS/BBC television series “Upstairs, Downstairs.” He returns from the front at the end of World War I as a changed man—after being shot at and gassed in the trenches, he has begun to suffer from a mental condition called “shell shock.” That’s what medical professionals called the mental state in which many soldiers found themselves after the war. They were still disoriented and socially dysfunctional because of their experiences during the war. Freud himself was perplexed by patients returning without physical disability from World War I and changed his entire construct for psychoanalysis from The Pleasure Principle to the instinctual conflict within all humans to live and procreate while self-destructing in returning to dust. Because of recurrent nightmares, he conceptualized the enigmatic compulsion to repeat the trauma—or repetition compulsion. For example, a woman raped at night in the park will feel compelled to revisit the park over and over again at night. This is certainly visible in victims of extreme psychological trauma and may be the seemingly futile effort to gain mastery over the unexpected and traumatic loss of control. Perhaps this is a fantasy, but perhaps, as with current practices of desensitization and implosion therapy for combat veterans, it can be natures way of healing from phobic avoidance of anything touching the senses from the original trauma, as in holding a weapon again.

In the motion picture Patton, General George S. Patton, Jr. (portrayed by George C. Scott), encounters a soldier in a military hospital in Italy. The man was trembling and crying that he couldn’t take it anymore. Patton slapped him across the face, called him a coward, threatened to shoot him on the spot, and ordered that the soldier be taken out of a ward populated by other soldiers who had been wounded in battle. General Patton called him a coward, but the military doctors said he was suffering from a mental condition called “battle fatigue.”

Now flash forward to the Vietnam War. This was a very different war from the two world wars of the first half of the twentieth century. Vietnam was also different from the Korean War—although the allies were ostensibly fighting the same ideological enemy (the Communist forces) the Korean War was a classic invasion from the north into the south; countries divided after the close of World War II. In Vietnam, however, the circumstances were very different, as the war was more of an insurgency than a classic invasion of one country by another. In fact, when the north invaded the south on June 25, 1950, it looked as though the outnumbered and outgunned South Koreans would be completely overrun, and the Communist forces would eliminate the sovereignty of the south. In response to the invasion, American forces stationed in occupied Japan were airlifted to a small section of territory in the southeast corner of the Korean peninsula, known as Pusan, and from there pushed their way north towards the 38th parallel (the dividing line between the two Koreas). It was a classic land invasion to gain a toehold for the purposes of establishing a perimeter from which to expand, just like the Allied landing at Anzio and later at Normandy. Vietnam was different.

In Vietnam—a war that President John F. Kennedy was trying to avoid by pulling out U.S. military personnel before he was assassinated—America and its allies were fighting an insurgent force backed by the North Vietnamese that had already defeated the French. In Vietnam, as many veterans of that war later told their doctors, you didn’t know whom you were fighting until it was too late, because the very people you visited in villages said to be pacified by day turned into the enemy Viet Cong by night. It was challenging and frustrating, physically as well as psychologically, and for many, it caused mental derangement: Your friends, often guides known as “Kit Carsons,” who had been former enemy combatants “re-educated” in South Vietnamese POW camps, sometimes turned on you, and the rules of engagement forced you not to shoot at those you knew, but couldn’t prove, were the enemy. Yet, there were free fire zones where anything that moved could be killed—like killing fields that could later haunt our soldiers with guilt for killing innocents. It was a war that couldn’t be won, a war that couldn’t be Vietnamized, a war that lost its mission, and a war that destroyed the presidencies of John F. Kennedy, Lyndon Johnson, Richard Nixon, and Gerald Ford while compromising Jimmy Carter and Ronald Reagan until Bill Clinton decided to call the whole thing off and diapatched John Kerry to strike a deal with North Vietnam to grant them most favored nations status. Unless one called “Operation Phoenix,” a clandestine operation that conducted kidnappings and assassinations of Viet Cong and North Vietnamese officials, a success, most American operations failed to blunt the North Vietnamese and Viet Cong war machine. American personnel listed as MIA or POW remained in Vietnam well after the war ostensibly ended in 1975 and probably still remain there today, just as American POWs remained in North Korea after that war and in the Soviet Union after World War I and II. They were soldiers left behind, according to James Sanders in Soldiers of Misfortune.1

In fact, the Vietnam War was so different from previous conflicts in the twentieth century that during the Tet Offensive in 1968 40,000 North Vietnamese troops and, reportedly, NVA General Giap himself, disguised as a refugee, infiltrated Saigon. The American military units were caught without weapons because no soldiers were allowed to carry weapons inside Saigon except for the 716th Military Police Battalion. The infiltration of Saigon was a near rout and disaster, according to some of the soldiers in Saigon who believed they were about to be overwhelmed. President Johnson said privately that the North Vietnamese success at Tet demonstrated to him that the war was unwinnable, and that in the face of a looming military disaster, he would not run for a second full term in office. We now know from the release of the LBJ Oval Office audio tapes that Johnson believed he was on the verge of negotiating an end to the US involvement in Vietnam. However, because, LBJ said, FBI Director J. Edgar Hoover told him that the Bureau had wiretapped the South Vietmanese ambassador to the United States, Hoover had learned that Republican presidential candidate and former vice president Richard Nixon had gone around the White House to convince the South Vietnamese not to go aong with LBJ and to hold out for a better deal with Nixon. In other words, the war could have ended in 1969 rather than in 1973. LBJ referred to Nixon’s behavior as “treason” on the tapes. President Johnson who pushed the Civil Rights Act, Voting Rights Act, and Medicare through an adversarial Congress, was driven from office by the Viet Cong and the North Vietnamese. It was that kind of war—a war that ended with President Ford, Dick Cheney, and Donald Rumsfeld presiding over one of the most humiliating defeats and retreats of American military and diplomatic personnel in history, pulling frantic South Vietnamese clinging onto US Army helicopter landing skids for dear life, off the roof of the American embassy. When we think about who promulgated the war in Iraq, even before 9-11, it was Dick Cheney and Donald Rumsfeld, perhaps trying to restore what they lost as a result of the Vietnam debacle.

Like our war in Afghanistan—now a rear guard action in which our combat role is essentially at an end—Vietnam was a war in which the rules of engagement were very limiting, while the enemy wasn’t at all limited. For example, patrols walked over spider holes connected to intricate and integrated fortified tunnels—deep underground tunnels, like the Tunnels of Chu Chi, that staved off the Japanese army. These tunnel complexes provided easy access to the Michelin rubber plantations, holdovers from the French colonial occupation and off-limits to U.S. troops, who were only allowed to engage in free-fire zones. Once the American patrols had walked past the spider holes, the Viet Cong (VC) had their backs. Then the VC would pop out of these spider holes and mow down our troops from behind. Michelin had agreements with our state department to avoid destroying their rubber trees while France had registered its opposition to the U.S. role in the war. Would it be surprising that VC found refuge there, just as the Taliban does in Pakistani tribal villages?

There were free-fire zones in Vietnam, where anything that moved could be shot. That was not always healthy, particularly if it was a farmer’s water buffalo. There were also “no-fire zones,” like the Michelin plantations. What kind of government would expose its youth to a war like this; a war in which you could be shot at, but often could not shoot back, even in self-defense? Booby traps on jungle trails were all but invisible, like roadside IEDs in the war on terror. The experienced point man—oftentimes Native Americans, by units’ preference—might be good at detecting them. There is nothing naturally horizontal in the jungle. Tripwires were horizontal, and they were especially designed to spare the guy who tripped it and cause mass casualties around him. Wounded soldiers are a greater burden than dead soldiers because of the absolute necessity to treat the wounded. Americans took care of their wounded, and that made booby traps extremely effective. We have seen the same things in Iraq and Afghanistan—hence the high numbers of blast-related traumatic brain injuries and cases of Post-Traumatic Stress Disorder caused by our troops literally having to scrape dead bodies of their buddies off the exploded vehicles.

Vietnam was also a war that brought the problem of Post-Traumatic Stress Disorder (PTSD) to the forefront, because many returning veterans exhibited psychiatric symptoms that mystified many outside of the mental health profession. For example, why would veterans, even years after the war had ended, become nervous when they entered densely wooded areas? Why would some veterans exhibit severe antisocial tendencies, such as the recent Alabama murder, kidnapping, and hostage-taking by Vietnam War veteran and likely PTSD sufferer Jim Lee Dykes, who the military denies was ever in Vietnam? Why would some veterans be incapable of holding down jobs that required social interaction, describe suicidal ideations to family members or therapists, find themselves at odds with the criminal justice system, and wind up on the streets, homeless and begging for food? What had debilitated them to the point that many could no longer interact with the same society that had drafted them out of their homes, yanked them away from their families, and sent them marching off to war? The cause of the varying degrees of mental illness in many of those veterans was Post-Traumatic Stress Disorder, a condition that the military still agonizes over and struggles to diagnose correctly and then remedy.

Although it was bad forty years ago after the troops came home from Vietnam, it is far, far worse now as the troops return from Iraq and Afghanistan. In its own way, Afghanistan, a territory that has defied conquest for thousands of years, is much like Vietnam—so much so that the very people who lost the Vietnam War decided to relive it in Afghanistan, unfortunately with the same results. In addition, the epidemic of stress-generated suicides and homicides among returning veterans could well pose a greater threat to public safety than the terrorists our troops were sent to the Middle East to quell. Witness the very recent terror in the Southwest with ex-officer Christopher Dorner, who committed suicide in a cabin in the woods of Big Bear after murdering four people, and the execution-style double murders at the Glen Rose resort shooting range in Texas by Eddie Ray Routh, who had been diagnosed with PTSD.

In recent years, psychiatrists, psychologists, and allied mental health professionals have devoted an unprecedented degree of time and attention in an attempt to understand and treat people who engage in violent behavior. Previously regarded by many as untreatable, and hence suitable only for punishment from the criminal justice and penal systems or containment within psychiatric units, this population—and with it our understanding of the causes and prevention of violence—has begun to benefit from deeper neuroscientific understanding of the impact of trauma. They have also begun to heal as professionals recognize the shame, disorders of attachment, the complex grief over loss, the narcissistic injuries to self-esteem, and other issues that derive from the impact of trauma. Psychotherapeutic approaches that include empathy, object-relations, and the complex interactions between psyche, soma, and society have a profound impact on psychological functioning that is impaired by rage and murderous impulses resulting from psychic trauma, whether from war, childhood abuse, or oftentimes the volatile mix of both. The purpose of these approaches casts light on the causes, treatment, and prevention of violent behavior, not only in the context of forensic understanding and psychotherapy with violent individuals traumatized by war or in childhood, but also in psychotherapeutic relationships with those in the less traumatized population at risk for violence—i.e. the psychotic killer, such as University of Colorado Neuroscience grad student, James Holmes of the Aurora Theater Massacre, who had no history of psychological trauma.

There is substantial evidence that violence has its roots in trauma, and that it is a distinct form of aggression most often linked to the effects of childhood and adult trauma strongly determined and modified by complex variants in the person’s genome. Trauma, although a given in battlefield situations, is far more widespread than has hitherto been acknowledged both in psychiatric patients and the general population. In other words, police officers, firefighters, children who grew up in abusive homes, spousal abuse victims, and survivors of near-accidents can all be subjected to trauma that results in post-traumatic stress. These findings are relevant to understanding why otherwise so-called “normal” people can become violent in certain situations under certain conditions.

To understand the root causes of how traumatic stress can instill violence against self as well as others, it is important to assess what is currently known about the traumatic origins of violence and how this can valuably inform the assessment process and treatment options—not only as they relate to the general population, but also for our warriors returning from combat.

Officially, Post-Traumatic Stress Disorder is a disorder of the human mind that has only been diagnosed and seriously researched in the past thirty years—five years after the evacuation of Saigon. In the Seattle Veterans Administration Medical Center in 1968, the wards were full of young veterans, but few, if any, psychiatry residents or staff psychiatrists ever mentioned combat trauma as a causative factor for these young veterans’ admission to the hospital. Nor was it either necessary or a part of training to take combat histories from these young veterans or from the older veterans on the wards, many of whom were World War II and Korean War vets. The maverick chief resident, also coming right out of military service, said that he took combat histories from patients. He is the only one of scores of psychiatric and psychology trainees who did. Many psychiatrists from that period in the late 1960s felt embittered with shared guilt about the blindness imposed upon them at one of the top medical training institutions in the nation, the University of Washington. Many of these psychiatrists and residents in other specialties were products of the Vietnam doctor draft that also, ironically, occurred right after the assassination of JFK. It was known then that President Johnson was afraid of global turmoil, and particularly of a possible upheaval among Peace Corps volunteers worldwide. Their admiration and love for President Kennedy promised very unpredictable responses around the world from this cohort of young people. But Vietnam was still a very low-intensity theater of war when all doctors were drafted as interns nationally and dutifully boarded the buses for draft physicals in November 1963.

For these newly drafted interns—who would soon confront a psychological condition that would stymie the military for the next forty years—thirty-six hours on and twelve off was an inhumane schedule. Most interns were in their mid to late 20s, and some did not know what they were going to specialize in following their internships. When reporting for active duty on July 1, 1964, little had changed—except that fresh flowers marked the site of Kennedy’s death on the route to San Antonio for military medical training, and active ballistic studies were still being done at the Texas School Book Depository. Vietnam was still an accompanied tour of duty where our servicemen could take their families. That would shortly change while they lined up for uniform allowances. For economically deprived interns, a roll of $300 in $50 bills was like a gift. For $100, they could buy an enlisted man’s uniform, plan to borrow someone else’s mess dress for formal occasions, and keep the $200 for luxuries not experienced in years, such as steaks at the Base Exchange grocery.

An occasional young doctor would step out of line and turn, reading his orders, “Where’s Bien Hoa?” Another would ask, “Where’s Tan Son Nhut?” The pronunciations, mixed with southern drawls and Brooklyn nasal twang, were memorable. Little did anyone in that line know what was awaiting them. Just days later, there was the Gulf of Tonkin incident, and all medical battle stations had been miraculously manned worldwide just in time for full scale war.

Colonel Franklin Jones was also busy drafting his policies and procedures for young men without college deferments who were about to be drafted and sent into guerilla warfare in the deadly jungles of Southeast Asia. “Anyone can take anything for one year” was the operational thinking back then. Colonel Jones spent the better half of his post-Vietnam military career touting the successes of reducing the evacuation rate of psychiatric casualties from over 20 percent in Korea to less than 1 percent in Vietnam. Immediacy and expectancy were the key words of Colonel Franklin Jones’s psychiatric evacuation policy, and he would be taking its success with him to his grave. So these were the young men admitted to the Seattle Veterans Affairs Medical Center (VAMC), along with Veterans Affairs (VA) psych units nationwide. Jones’s policies and procedures likely had an enduring impact on psychiatric directors of VA medical centers. Thus, “don’t ask, don’t tell” in the ’60s and ’70s applied to psychiatric practices in the VA, just as it did in the Army. There was no diagnosis for PTSD until the third edition of the Diagnostic and Statistical Manual (DSM) became the diagnostic driver for best practices.

A case in point: It was just after the Vietnam Tet Offensive, and Sergeant Wright was sent home from his assignment with the 527th MP unit on compassionate leave. His daughter had been hospitalized for an overdose. He presented in military uniform and was so pressured in his speech that his daughter’s psychiatrist could hardly follow him. He was trying to convey the chaos of the Tet Offensive that had just occurred in Vietnam. The 527th MP was the only unit in Saigon allowed to carry weapons. Saigon was considered safe; every soldier had to check his weapon during leave days. But 40,000 North Vietnamese regulars disguised as refugees and simple visitors had infiltrated the city on foot and on bicycles. The fireworks of Tet broke out, but so did the gunfire.

It was a slaughter, because most of the U.S. troops, except for the 527th MP unit, were unarmed. In explaining this MP’s experience of running through the streets in blood-soaked boots, a high-ranking staff member of the VA medical center rather sarcastically told the psychiatrist seeking help for this man, “Sounds like he has quite an imagination.” The hubris back then was a disgrace, and worse yet, there was no diagnosis for this sergeant. Medic One came to the psychiatrist’s office because the man collapsed on the floor with what appeared to be a heart attack. It was more likely a panic attack due to Post-Traumatic Stress Disorder. In the Diagnostic and Statistical Manual, published by the World Health Organization (WHO), there was a diagnosis for Sergeant Wright’s problem, because Colonel Jones—all the names in this chapter are fictitious, by the way—had a lot of influence in the Pentagon, but not in the United Nations.

Sergeant Wright was diagnosed with Post-Traumatic syndrome under the then ICD diagnostic manual, and he never returned to Vietnam. He was medically discharged, but not with Post-Traumatic Stress Disorder, because back in the late ’60s a diagnostic code did not exist for it in the Diagnostic and Statistical Manual, published by the World Health Organization (WHO). There was a diagnosis for Sergeant Wright’s problem, because Colonel Jones had a lot of influence in the Pentagon, but not in the United Nations. PTSD was simply a mental illness that did not exist during the Vietnam War. It only exists today because veterans suffering from it have been presenting in numbers too large and too long for the bureaucracy to ignore. Now, bureaucrats have been accused of searching for pre-existing conditions so that the government won’t have to financially compensate veterans for the rest of their lives since the advent of PTSD in the third edition of the American Psychiatric Association’s Diagnostic Manual, DSM III.

In 1970, a Seattle VA psychologist had seemingly had enough of the deception and came to the psychiatric trainees, proposing a conference on “The Young Veteran.” Of course, saying the word “Vietnam” back then would have cost him his position within the Department of Veterans Affairs. The conference was held, and a psychiatrist by the name of Dr. Mark Stuen—his real name—showed up from American Lake Veterans Hospital in Tacoma. Dr. Stuen had actually opened a unit at the hospital there to treat what he called “Post-Vietnam Syndrome.” During his lecture, he described what we now know as Post-Traumatic Stress Disorder. Knowing that his program had a short life span with such a taboo diagnosis, he handed a stack of his unpublished manuscripts to a trusted colleague for safekeeping. They are probably now classics, although the manuscripts were never published. Dr. Stuen was right in his predictions for the future of his program.

When the diagnosis of Post-Traumatic Stress Disorder was finally officially recognized (although still marginalized) in the 1980s, the Department of Veterans Affairs developed PTSD programs within their hospitals, starting at Menlo Park VAMC in California. Later, Dr. Ray Scurfield started a program at American Lake VA hospital. It was sort of spooky, because Dr. Scurfield, standing on the ground of Dr. Stuen’s Post-Vietnam Syndrome clinic, stated he had never heard of Dr. Stuen’s program from the ’60s. Post-Traumatic Stress Disorder is still highly politicized. The condition is often overdiagnosed to get high compensation for disabilities, and also underdiagnosed to save money for institutions like the military, VA, industrial insurers, and police departments, who avoid having to deal with its prevention—as may prove to be the case with crazed terrorist, former Naval officer, and ex-LAPD police officer Christopher Dormer, who committed suicide in a burning cabin in San Bernadino County, California after terrorizing the whole city on his rampage murders.

When a clinician sees a patient in emotional distress, there is a good chance that he or she has recently experienced an overwhelming psychologically traumatic experience, or is re-experiencing an older such trauma, perhaps years or decades past. No clinician can practice very long without seeing such a patient, because they number in the millions. For clinicians seeing men and women from a population of twenty million military veterans, the likelihood of seeing such a patient is 100 percent. The percentage of such clinical encounters in which a combat history is taken, however, falls dismally short of 100%, oftentimes matching the denial of the physician with that of the patient, who may present his distress in physical symptoms, rather than connecting emotional distress to long-ago comabat trauma and grief.

Most of these patients from the veteran population appear with a mood disorder, like panic attacks, anxiety, and depression. But what sets them apart from all other psychiatric patients and people in severe emotional distress are the following two symptoms: (1) Reliving the trauma and emotional overreactivity to external stimuli, like diving into the garden at a Fourth of July picnic when fire crackers go off; and (2) the actual, or automatic, drive of the human brain to shift them into emotional numbness and avoidant patterns of living to stop reliving and overreactivity, just like shifting a car into reverse to stop its forward motion from going over a cliff. The engine can jam up on the spot, just like the behavior of a PTSD sufferer.

It is this two-headed monster of life that is either too stimulus-bound by the irrelevant stimuli we all take for granted and ignore—such as a pile of dirt on the street, which in Iraq and Afghanistan could be hiding an Improvised Explosives Device (IED)—or the PTSD patients shut down emotionally by flooding their bodies with their own brain opiates and then avoiding normal life activities. Many Korean War veterans, for example, will find ways to surreptitiously isolate themselves until the snow melts; a snowy landscape is such an irrelevant stimulus triggering reliving of horrific winter battles. Of course, the severity, frequency, and duration of the trauma are matters of judgment for the clinician to determine, but we, as a human race, pretty much put the same relative values on stress and trauma. We are all bound by the similarities of our psyches, which, at a core brain-biological level, transcend cultural and racial differences.

Whether Japanese, Kenyan, British, or American, we humans rate death of a spouse far higher in numerical severity than losing a job.2 And we know that the violent death of a loved one, whether by homicide or suicide, is extremely traumatic for anyone, regardless of culture, national origin, or country of residence. To diagnose Post-Traumatic Stress Disorder, there has to be a traumatic emotional experience outside the range of expectable life experience. We all lose our parents, and that is usually very stressful, even from natural causes late in their lives. But such loss, however stressful it is, is expectable. Finding a loved one hanging in the shower is not.

Judging trauma is essentially normal human experience that does not need a lot of education, but recognizing its impact on emotionally distressed patients does require clinical skills and training. Some patients who have been psychologically traumatized only become depressed or have severe anxiety, phobias, and panic attacks. But all of these emotional responses can cloak the essence of Post-Traumatic Stress Disorder and the reexperiencing of the trauma in numerous ways, such as in nightmares or actions that we frequently cannot remember either having or doing. Do victims of the Holocaust have nightmares? Probably, but often they cannot remember them. Do people turn off the road and forget why they are going somewhere? Oftentimes we do, and sometimes it’s because we blacked out while passing something that reminds us of an emotionally traumatizing event, such as the spot where we know a loved one intentionally missed a curve, crashing into at tree at high speed. Then we come back to our awareness and discover that we are off course and should be driving to work. Such action is reliving of the traumatic experience, too, and this tends to transcend cultural diversity.

Just like the diagnosis of a visible or palpable event—such as a heart attack or stroke, where the symptoms are manifest, and the patient presents in predictable ways—we can make the same kinds of assessments with psychic injury caused by stress or psychological trauma, despite the differences in national and cultural definitions.

Post-Traumatic Stress Disorder and other stress disorders, unlike infectious diseases such as pneumonia or tuberculosis, are more arbitrarily defined by specific criteria in the patient’s history, such as nightmares of the actual traumatic incident. There is no sample of bacteria of emotional trauma that we can test in a petrie dish, but we can interpret a patient’s history and judge the severity of psychological trauma—an auto accident versus rape or sexual assault, for instance—trying to avoid excessive rigidity in eliciting and documenting necessary symptomatic criteria to meet the diagnosis. Such interrogative approaches can scare the patient into withholding his or her true emotional experiences. However, lacking standardized and validated objective testing for the pathological impact of stress and psychological trauma, controversy over diagnosis emerges when monetary considerations come into play as result of damages from war or second party liability, as in an auto accident. In other words, an insurance payer or the government will look to assess the validity of the patient’s claims not because the patient’s experience is in question, but because of payment guidelines and restrictions. A claims adjuster has to be responsive to his or her boss more than to the claimant. This is why so many veterans have a difficult time claiming PTSD from wartime experiences. Billions of dollars are at stake, and insurance institutions—as the Department of Veterans Affairs must in part be—view the claimant very differently than the attending physician. Often such disparate perspectives are driven by opposite motivations, such as screening out excessive demands for financial rewards in the former versus establishing a therapeutic alliance in the latter. Two doctors with similar credentials, therefore, might evaluate the same patient with different professional objectives. Too often their opinions collide, causing increased stress for the patient and costly administrative and adversarial medico-legal conflicts over financial compensation for the wound and its disability. They also are causing wait-times for initial claims review for nearly one million veterans of the war on terror approaching one year, even more than a year for New Yorkers.

However, psychiatrists who have to make the necessary diagnoses of PTSD rely on a set of objective criteria for that assessment. The criteria required for a clinician to make the diagnosis of Post-Traumatic Stress Disorder are as follows:

A.   Exposure to a traumatic event

1.   Experience, witness, or be confronted with actual or threatened death or serious injury, or threat to the physical integrity of self or others

2.   Intense fear, helplessness, or horror

B.   Persistent reexperiencing of the event

1.   Recurrent, intrusive, and distressing recollections of the event, including images, thoughts, or perceptions

2.   Recurrent distressing dreams of the event

3.   Acting or feeling as if the traumatic event were recurring (e.g., reliving the experience, illusions, hallucinations, and dissociative flashback episodes, including those on wakening or when intoxicated)

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

5.   Physiological reactivity upon exposure to internal or external cues that symbolize or resemble an aspect of the traumatic event

C.   Avoidance of stimuli associated with this trauma and/or numbing of general emotional responsiveness

1.   Efforts to avoid thoughts, feelings, or conversations associated with the trauma

2.   Efforts to avoid activities, places, or people that arouse recollections of this trauma

3.   Inability to recall an important aspect of the trauma

4.   Markedly diminished interest or participation in significant activities

5.   Feeling of detachment or estrangement from others

6.   Restricted range of emotion (e.g., unable to have loving feelings)

7.   Sense of a foreshortened future (e.g., does not expect to have a career, marriage, children, or a normal life span)

D.   Persistent hyperarousal

1.   Difficulty falling or staying asleep

2.   Irritability or outbursts of anger

3.   Difficulty concentrating

4.   Hypervigilance

5.   Exaggerated startle response

E.   The symptoms of criteria B, C, and D last for more than one month

F.   The disturbance causes clinically significant distress or impairment in social, occupational, or other important areas of functioning

One must always remember the clinical judgment required to elicit and observe these criteria in a patient. And one must also know that a complex and tight construct for an abnormal clinical state is necessary for research, but it does not necessarily support effective diagnostics that inform best clinical interventions. We are talking about abnormal psychology that, by definition, likely manifests complex brain-based abnormalities, and we must—for now—rely on clinicians and evaluators to make criteria judgments based on their observations and histories from patients. These histories and observations, try as they might to be objective, are informed by the clinicians’ experiences, both personal and educational, as well as pragmatically via their successes and failures in treatment. Therefore, they risk being subjective and catching the patient in adversarial medico-legal conflict, delayed compensation, and humiliation if the patient’s recollections and claims are not believed. Obviously, few would disagree that we as clinicians need more objective diagnostic signs, such as brain-imaging abnormalities, to get beyond the subjectivity causing so many of the problems—espcially with claims processing of hundreds of thousands of combat veterans from the war on terror.

Within the abnormal human psychological states, known as psychopathology, specific discriminators must serve as tags for the meaningful mapping of clinical presentations. The descriptions of various symptoms and patient presentations create meaningful borders between the normal and abnormal. Presentations signaling either prototypical “mental disorganization” from flashbacks, or the classical triage prototype, “strange behavior” from emotional numbing, need to be separated from the dysphoria—emotional pain—of other conditions with “emotional distress.” The DSM and its naming of specific descriptions of mental illnesses, therefore, provides clinicians with prototypes subject to more detailed refinement before qualifying them to either prescribe evidence-based treatment of PTSD or recommend a patient for financial reimbursement in long-term disability payments. Mentally disorganized and strangely behaving patients may neither solicit clinical help nor even have a chief complaint. In fact, statistics on completed suicides among combat veterans returning home demonstrate that the most lethal cases do not get clinical attention. Worse, clinicians report having seen soldiers with Post-Traumatic Stress Disorder who are as delusional as Schizophrenic patients, although they will not voluntarily come to a military clinic for assessment because of their delusions. They may live in isolation and merely be seen behaving strangely by others. The emotionally distressed patient, on the other hand, seeking relief from mental anguish, will do both. They both feel the pain and seek help.

Practicing psychiatrists are mainly occupied in Tertiary Prevention, which is the treatment of those already identified with severe enough impairment to reach the threshold of referral for psychiatric treatment. One might say, figuratively speaking, that Tertiary Prevention is pulling the bodies out of the river at the last bridge before they float out to sea and drown. Literally speaking, prevention of the most severe complications of psychiatric disorders requires preventing bodies from overwhelming our prison system—like Hasan and Bales—and their victims from going to the hospital and morgues, both here at home and in areas where we’re fighting insurgency wars. Tertiary problems, except when the police bring in a violent offender, often drive a patient into a doctor’s office, while underlying PTSD issues may fester for years just beneath the surface, only cropping up in times of stress. But, because PTSD can linger inside a person unless it’s addressed in therapy and treated, the danger is that it generates emotional impairment severe enough that the impairment must be addressed by pulling back layers of issues before getting to the core problem. This is what some in our VA psychiatric program fear the most—namely, lifelong therapy and seventy-plus years of disability benefits in the millions, because of one incident in one battle. There are spokesmen for the government who state that this nation cannot afford the entitlements being claimed by hundreds of thousands of veterans. This leaves VA administrators with the quandary of what to do: Deny the claims of those who are mentally ill and send them into the streets or find ways to pay the entitlements regardless of budgetary constraints

Because of advances in brain imaging and in the understanding of the physiology of how post-traumatic stress works in the complex neurocircuitry of our brains, the possibilities that medication, combined with doctor/patient relationships, may become as well-grounded as treating a hernia when clinicians are able to resolve the stress issue biologically, as well as through psychotherapeutic interaction.



1 James Sanders, Mark Sauter, R. Cory Kirkwood, New York: Avon, 1994

2 Landmark study of Life Change Units on causation of disease and injuries by Holmes and Rahe, www.harvestenterprises-sra.com/The%20Holmes-Rahe%20Scale.htm.


Chapter 2

Diagnosing and Understanding the Brain Abnormalities of PTSD

We view “mental states of unremitting human destructiveness”—whether to the self, to others, or both—from what is termed in modern psychiatric treatment as “brain-based” psychiatry. We start with modern knowledge of brain function and abnormalities to understand what might have driven these subjects to such catastrophic despair. Although still not advanced enough to diagnose the suicidal, violent, or post-traumatic patient—whether also head injured or not—modern neuroscience translated to brain-based psychiatry is too far along to simply “wing it” any longer with invalidated screening questionnaires and brief interviews that are obviously not working in the military. Nor have these questionnaires and cursory screenings ever worked in primary care, where studies show that 80 percent of completed suicides were preceded by a visit to the victim’s primary care doctor, with documented notations indicating a desire to discuss suicidal ideation, plans, and intent. We need an approach that takes doctors into the biology of the brain and the neurological system. This is the newest frontier of brain science in neuropsychiatry, and it holds out enormous promise. Just in early 2013, it was reported that a team at NYU School of Medicine began a study to find what they are calling biological signals, called “biomarkers,” that when analyzed, could provide objective evidence of invisible wounds, such as invisible war injuries.

Dr. Charles R. Marmar, chairman of the psychiatry department at NYU Langone Medical Center and lead investigator of the biomaker project, wants to find a mechanism that sets a standard for evaluating mental health in the same ways that doctors evaluate physical health. “You don’t go from having shortness of breath to having cardiac surgery; you have a series of objective lab tests first,” he said. “We would like to do the same thing with PTSD and TBI [traumatic brain injury]. That is, go beyond subjective reports.”3 Dr. Marmar’s project is significant both because of its size—researchers hope to recruit 1,500 subjects,—but also because much of its financing is already guaranteed through a $17 million grant from the Steven A. and Alexandra M. Cohen Foundation.4 Biomarkers are physiological road signs that can tell doctors whether a person has a disease or injury, or is likely to contract a particular ailment. Tissue damaged by a heart attack releases chemicals into the blood that can be detected. Abnormal levels of the proteins amyloid and tau, as well as the shrinkage of certain areas of the brain, are considered markers of Alzheimer’s disease.

One intriguing brain-based finding in all well-diagnosed PTSD cases that have modern brain imaging performed is the shrinkage of an important brain structure deep in the interior of the brain; the same structure necessary for normal memory and its loss in Alzheimer’s disease. This is the hippocampus, and it shrinks in both well-diagnosed, recurrent major depression patients as well as in PTSD patients who are not clinically depressed. But, we are learning that trauma and its resulting effects on the brain are personalized. In a study of identical twins who both experienced combat stress, one soldier had PTSD, and the other did not. But, confounding the horse-and-cart question of brain abnormality findings in PTSD was the discovery that the unaffected twin had a normal-sized hippocampus. So, did the identical twin who did have well-diagnosed PTSD contract the disorder because of a small hippocampus? Or was his hippocampus shrunk by the repeated psychic hits of combat trauma? We cannot say definitively as of yet whether the small hippocampus is a congenital—or inborn—risk factor for developing PTSD in combat, or if it is a biological marker of the effects of repeated combat trauma on the brain. And, most importantly, this single twin study does not clearly match the traumatic combat experiences of these identical twin combatants. The soldier with PTSD and shrunken hippocampus may have been exposed to more horrific combat experiences, or of a higher intensity, or over a longer duration. We now know that the longer a soldier is exposed to traumatic events in combat, and the more intense those events are, the greater the likelihood that the soldier will be at risk for PTSD. But in the case of the twins, perhaps they are matched for genes, but not for environmental hits in the old “two-hit theory” of mental illness due to environmental trauma and genetic vulnerability. We know, for example, from studies of survivors of the Mount St. Helens’s volcanic eruption, that Post-Traumatic Stress Disorder is dose–related. Dose-related means that the closer to the lava flow, the more the destruction of residences and the higher the incidence of PTSD.5 Translated into our discussion of PTSD in soldiers, the closer to a traumatic event and the greater the intensity of that event, the higher the incidence of PTSD. And, likely genes are both protective and weakening to human resilience in adapting to trauma because some genes predispose us to a weakened resilience to trauma while others may actually protect us at the time by providing a neurochemical numbing effect. This is more likely true to a point of no return, after which the trauma—such as that endured by Holocaust survivors—becomes primarily environmental, without much protection from any human DNA. Dr. Marmor’s research promises many new avenues of discovery. Marmor’s work is promising in that it allows measurement, and therefore determination of the severity of all known and suspected parameters of Post-Traumatic Stress Disorder.

It doesn’t take an advanced professional degree to understand that stress and trauma go with life. In fact, the occurrence of traumatic events in human life in this country is remarkably high. Most people have experienced extreme trauma qualifying for one criterion of the disorder of Post-Traumatic Stress Disorder, which is an extreme, stressful event outside the range of expectable life experience. Becoming a crime victim is one such example. To that point, the lifetime prevalence of rape in women approaches 12 percent, but there is an enormous variability in the long-term disability from symptoms. The variability is likely due to more than the severity of the attack or genetic vulnerability; the professionalism of criminal justice and medical personnel in response to the attack is critically important. We have seen rape victims retraumatized by police and doctors who convey a sense of blame to the victim for being provocatively dressed, drinking before the attack, or dating the perpetrator, as in date rape.

Our primal stress and resiliency neurocircuitry and resulting reactions have not changed much since the first humans began populating the planet. The early Homo sapiens and neanderthal characters inhabiting Jane Auel’s Caveman series have much the same physiological stress reactions to traumatic experiences that modern humans do. We don’t live in caves, hunt bears, or flee from saber-tooth tigers on a daily basis, but our stress response has probably not changed that much, because today’s saber-tooth tiger on the prowl for prey is perhaps now the mugger on the prowl for victims. The violent patriarchal chief of the cave clan unfortunately still exists in our society, despite its moves towards the equality of rights between the sexes; violent parents, boyfriends, or spouses still inflict traumatic damage on their victims.

From a biological and evolutionary perspective, we have the same stress response circuits in our brain and bodies as the real cave dwellers did even before the use of tools developed with the evolution of brain structure and human language. This primordial survival circuit starts in another brain structure deep in our brains very close to our hippocampus. We call this small, deep, and primeval region of the brain the limbic system. Harvard researcher Dr. Murray even called violence “limbic music” to trap the essence of flawed and maladaptive brain circuits tuned to live in caves, rather than go out on neighborhood watches. Florida murder suspect George Zimmerman claims to have stood his ground, but both sides are examining his limbic music for evidence of primary aggression or defensive aggression when killing Trayvon Martin.

Every day we can expect our stress response circuitry deep inside our primeval brain—the limbic system—to measure threat according to our hard drive memories of what is threatening or not. Dogs that have another tiny structure of their limbic system disabled, called the amygdala, actually yawn when a snake crawls over their paws. The human amygdala is programmed by primordial instinct, learning, and experience to recognize threat, and we are all different in this regard, although some threats, like being trapped by fire, are primordial. For example, the advancing wall of fire was a threat to everyone who saw it during the eruption of Mount St. Helens. The hail of fire from James Holmes’s AR-15 assault rifle sent theater inhabitants in Aurora diving for the floor and fleeing for the exits as they tried to escape imminent death. But all who survived, the wounded and those who fled, will likely have some lasting post-traumatic stress reactions from the event, because it was a primordial threat. So what is the physiological system in our neurocircuitry that conveys this message, preparing us for fight or flight?

In the majority of otherwise nontraumatized human beings, a fight-or-flight primal threat response is governed by a small structure of our brain that is part neuron and part hormonal gland. It is the posterior pituitary portion of the brain’s hypothalamus that spurts the cortisol releasing factor (CRF) hormone into a stalk connected to the anterior pituitary. This posterior pituitary brain structure is uniquely formed from both neuronal brain tissue and hormonal glandular. The anterior pituitary is endocrine hormonal tissue regulating adrenal, ovarian, testicular, and thyroid glands. Together they are known as the conductor of the endocrine, the hormonal orchestra of our bodies. And, for healthy stress response, these two lobes of the pituitary (hypophysis)—part brain and part endocrine hormonal tissue—are the default for our fight-or-flight mechanism, as common to the cave man as it is to us. Without its normal function in response to our perceived threat of stress, we are incapable of coping with life, particularly expectable stresses (such as last-minute Christmas shopping) and the unexpectable (such as surprise threats to our existence in the form of being attacked or mugged in the dark).

The cortisol releasing factor (CRF) from brain cells of the posterior pituitary stimulates the anterior pituitary to secrete adrenocorticotropic hormone (ACTH). This hormone is secreted in response to physical or emotional stress, especially low blood sugar; intense heat or cold; trauma, whether physical or psychological; surgery; immobility; and plasma cortisol levels. This release of ACTH is regulated through an intricate automated feedback mechanism that tells the pituitary, “There is too much, so shut down,” or “There is not enough, so pump more ACTH.” It bypasses intentionality and rational dominant-hemisphere control by something analogous to flying under our thought-processing radar. It responds to surprise threat before we have time to think about the nature of the threat, like the stick poked into one’s back is a playful joke or life-threatening murder weapon. Regardless of what it is, the pituitary stimulates the adrenal glands to secrete cortisol, which stimulates the body cells, promoting protein breakdown, emergency glucose metabolism—which is why diabetics are urged to engage in rigorous exercise—and enhancing fat deposits for strengthened response to stress. This brain-hormonal circuit is and has been critically necessary for survival of humankind throughout the millennia. However, like any physiological system, it breaks down.

Normally, throughout the day, this mechanism automatically cycles from an embedded clock known as circadian rhythm, also controlled in part by brain-secreting hormones, like melatonin, as well as light. But it also changes with exposure to stress. When confronted with a threat, like a mugger jumping out of the doorway on a dark street, the hypothalamus orchestrates the release of more cortisol to gear us up for fight or flight. Our blood sugar levels go up to provide energy, our hearts pound faster to provide more oxygen, and our metabolisms shift from building protein to supplying us with the carbohydrates for energy. Assuming we survive the mugging and maybe only lose our wallet, a normal human stress circuit will quiet down and return to normal.

But what if our genes have created an abnormal “biased circuit” that activates the hypothalamus to pour out too much CRF, either in response to the threat, or after it is over and should start quieting down. Then, too much cortisone hits our hippocampus and the adrenal gland’s hormonal message receptors. The hippocampus likely shrinks from the pounding caused by releasing too much cortisol, and the adrenal gland mistakenly responds by believing, through a regulatory feedback loop, that there is more than enough cortisol in the system. Thus, it shuts down. With the adrenal system in shut-down mode, the hypothalamus keeps pumping CRF, the hippocampus keeps shrinking, and we can’t get the cortisol we need to confront the next stress. We are now in a diseased state: intolerant of stress, or perhaps totally avoidant of stress to the point of being homebound, agoraphobic or afraid—like many combat veterans—to leave home for shopping (hence, fear of the market). Markets are dangerous for soldiers in Iraq and Afghnistan because they have a lot of people, only one of whom needs to dial a cell phone to ignite a deadly improvised explosive device. It’s no surprise, therefore, that some returning vets with PTSD have a fear of entering markets or even large department stores.

One can thus see how physiology and often-repressed memories—likely stored in the hippocampus—work together to produce a dysfunctional emotional reaction that’s also physiologically based. Remember that the hippocampus is considered the critically impaired brain structure for memory loss in Alzheimer’s disease. Without this section of the brain, there likely would not be PTSD, because people would not remember trauma. Moreover, brain structures communicate with each other through neurochemical and electrical signaling via neurocircuitry connections. Therefore, stimulating the emotional control neurons in the lower inside region of the frontal lobe—the ventromedial prefrontal cortex (VMPFC)—and the hypothalamus with the neurotransmitter, noradrenaline, from a cluster of neurons deep in the primitive human brain in turn stimulates that threat-awareness structure, the amygdala, to alert for threat. The amygdala has memory and can be tuned to the environment, as seen in the dog that depends on it to respond the right way to a snake crawling across its paws. The amygdala’s primary function is to make animals aware of novelty, such as an unusual pile of dirt on the highway hiding an improvised explosive device, or a horizontal branch across a jungle trail that was a trip wire for a booby trap in Vietnam.

Thus is the combat veteran’s amygdala similarly attuned. Firecrackers at the Fourth of July picnic are immediately processed as gunshots, and he/she dives—with later embarrassment—into the garden while relatives and friends are dumbfounded. “What’s the matter with that guy?” What’s wrong is that, because his amygdala was tuned for the right sounds in Mosul, Iraq, it cannot filter firecrackers from gunshots. Remember the 1968 Tet Offensive? Everyone was expecting firecrackers to open Tet, but the North Vietnamese infiltrators opened up with automatic gunfire. It didn’t help our soldiers during Tet to know the difference between fireworks and gunfire. But, by blocking the stress response circuitry with what’s called a beta blocker—like the medication, Inderal—the neurotransmitter, noradrenaline, cannot stimulate the hypothalamus and prefrontal cortex into pushing the amygdala’s combat-tuned amygdala. Now, the returned soldier can sometimes maintain his sense of the present, knowing he is with friends and relatives at a party and is safe. He’s back home and no longer in the combat zone. But it is the soldier who has trouble holding onto his sense of the present who is our immediate concern.
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