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Abstract: Operation Enduring 
Freedom (OEF) and Operation Iraqi 
Freedom (OIF) are the longest sustained 
ground combat operations involv-
ing American forces since the Vietnam 
era. Our continued involvement in 
these conflicts has yielded an experi-
enced fighting force; however, to meet 
the demands of these wars, soldiers are 
often being asked to complete multiple 
tours of duty, thus increasing the proba-
bility they will experience a combat- 
related physical injury or experience 
one or more potentially traumatic 
events. This article addresses the major 
psychological issues of concern asso-
ciated with OEF/OIF deployment and 
combat. A central aim of this review is 
to focus on posttraumatic stress disor-
der, but the authors also address other 
frequently observed conditions, such as 
chronic pain, traumatic brain injury, 
substance abuse, and depression, all 
of which can have a negative effect on 
soldiers’ and veterans’ functioning and 
quality of life. Evidence-based assessment 
and treatment approaches are reviewed, 
and relevant resources for health care 
professionals are identified.
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Characteristics of 
the Iraq War

Operation Enduring Freedom (OEF) 
and Operation Iraqi Freedom (OIF) are 
the longest sustained ground combat 
operations involving American forces 
since the Vietnam era. Our continued 
involvement in these conflicts has yielded 
an experienced fighting force; however, 
to meet the demands of these wars, 
soldiers are often asked to complete 
multiple tours of duty, thus increasing the 
probability they will experience a 
combat-related physical injury or other 
potentially traumatic events.

Advances in field medicine and 
protective equipment for vital organ sys-
tems have resulted in a high percentage 
of soldiers surviving physical injuries that 
would have been fatal in past conflicts.1,2 
As a result, injured soldiers are return-
ing home with complex injuries that 
have been described as “polytrauma,” 
which is defined by the Veterans Health 
Administration (VHA) as 2 or more inju-
ries to physical regions or organ systems, 
one of which may be life threatening, 
resulting in physical, cognitive, psycho-
logical, or psychosocial impairments and 
functional disability.3 Common types of 
injuries reported by OEF/OIF veterans 
include chronic pain and mild traumatic 

brain injury; however, psychological 
issues such as posttraumatic stress 
disorder (PTSD) and depression are 
increasingly recognized as significant 
problems for returning veterans.4

A recent survey indicated that approx-
imately 92% of soldiers in Iraq experi-
enced an attack or ambush, 86% reported 
knowing someone who was seriously 
injured or killed, 70% reported see-
ing dead or seriously injured Americans, 
and 53% handled and uncovered human 
remains.5 Considerable research suggests 
that deployment stressors and degree of 
combat exposure are significant risk fac-
tors for the development of PTSD and 
other mental health conditions such as 
depression and substance abuse.6,7 Thus, 
it is vital that health care professionals 
collaborate and implement effective 
primary, secondary, and tertiary inter-
ventions to decrease the likelihood that 
these disorders will become chronic and 
lifelong. These efforts must strive to fos-
ter veterans’ resilience and well-being 
while also reducing the financial bur-
den chronic illnesses can place on the 
health care system as a whole. The first 
step toward this end is to better under-
stand the prevalence and characteristics 
of psychological problems that can arise 
from the trauma of war. The primary 
purpose of this article is to provide an 
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overview and description of the psycho-
logical issues most often faced by OEF/
OIF veterans. The article focuses largely 
on PTSD but will also address other fre-
quently comorbid conditions, such as 
chronic pain, traumatic brain injury,  
substance abuse, and depression, all of 
which can have negative effects on veter-
ans’ everyday lifestyles and quality of life.

Diagnostic Criteria 
for PTSD

Posttraumatic stress disorder can occur 
following exposure to an event that is, 
or is perceived to be, threatening to the 
well-being of oneself or another person. 
Although anxiety and depressed mood are 
the most common symptoms associated 
with PTSD, the distinctive profile of diag-
nostic symptoms include (1) exposure to a 
traumatic event that involved the threat of 
death or serious injury (criterion A); 
(2) reexperiencing the event in the form of 
intrusive thoughts, nightmares, flashbacks 
to the traumatic event, and psychophys-
iological reactivity to cues of the trau-
matic event (criterion B); (3) avoidance of 
thoughts, people, and places that resemble 
the traumatic event, emotional numbing, 
and an absence of emotional attach-
ments (criterion C); and (4) symptoms of 
hyperarousal, including heightened startle 
sensitivity, sleep problems, attentional diffi-
culties, hypervigilance, and the presence of 
irritability and anger (criterion D).8

Epidemiology of PTSD

Two large-scale studies completed in 
the United States examined the preva-
lence of mental health disorders, includ-
ing PTSD. The National Comorbidity 
Survey (NCS) estimated the lifetime prev-
alence rate of PTSD to be 7.8% in the 
general population, with women (10.4%) 
being twice as likely as men (5%) to have 
PTSD at some point during their lives.9 
Kessler and colleagues10 conducted a 
revised version of the NCS to obtain an 
understanding of the lifetime prevalence 
of DSM-IV disorders in the United States. 
These results estimated a lifetime preva-
lence of PTSD at 6.8% (9.7% of women 
and 3.6% of men).

A number of more focused studies of 
the prevalence rates of PTSD suggested 
rates that were more variable. In a 
sample of members from a Detroit area 
health maintenance organization, 40% 
reported experiencing a traumatic event 
and 9.5% met criteria for PTSD (11.3% 
of women and 5.6% of men).11 Among 
a sample of former Miami-Dade pub-
lic school students aged 18 to 23 years, 
11.5% met lifetime PTSD criteria (15.5% 
of women and 7.5% of men).12 Another 
study found that in a sample of 509 
adults in an urban primary care setting, 
23% had PTSD (26% women and 19% 
of men).13 In comparison, prevalence 
of PTSD in the Department of Veterans 
Affairs primary care clinics has been 
estimated to be 11.5%.14

Individuals who are engaged in military 
combat are at significant risk for the devel-
opment of PTSD. The National Vietnam 
Veterans Readjustment Study (NVVRS)15,16 
indicated that 15.2% of all male Vietnam 
veterans interviewed met criteria for cur-
rent PTSD. PTSD was significantly higher 
in participants who had been exposed to 
high levels of combat and war zone stress-
ors. Among Vietnam veteran women, 8.5% 
of the 7200 women who served met crite-
ria for current PTSD.

Several studies have been conducted 
to examine the prevalence of PTSD and 
other mental health disorders in OEF/
OIF veterans. A study of 103 788 OEF/
OIF veterans indicated that 25% (25 658) 
of the sample received one or more dis-
tinct mental health diagnoses.7 The single 
most common mental health diagnosis 
was PTSD, which was coded in 52% of 
those receiving mental health diagnoses. 
In another sample of 340 OEF/OIF 
veterans being seen at a level 2 
Polytrauma Network site, 68.2% of the 
sample met diagnostic criteria for PTSD.4

Risk and Resiliency Factors

Although many people will experience 
a traumatic event over the course of their 
lifetime, most people do not develop 
PTSD as a consequence of the event. 
What are the factors associated with the 
development of PTSD following expo-
sure to a traumatic event? In an effort to 
explain the development of PTSD, Keane 

and Barlow17-19 proposed the triple
vulnerability model of PTSD. According 
to the triple vulnerability model, an inte-
grated set of 3 vulnerabilities needs to 
be present for developing the disorder: 
a generalized biological vulnerability, a 
generalized psychological vulnerability 
based on early experiences of lack of con-
trol over salient events, and a more spe-
cific psychological vulnerability in which 
one learns to focus anxiety on specific sit-
uations. Although the triple vulnerabil-
ity model applies to the development of 
anxiety in general, Keane and Barlow17 
extended this model to the develop-
ment of PTSD specifically. According to 
their model, persons who are more likely 
to develop PTSD may inherit a biologi-
cal or genetic vulnerability for develop-
ing an anxiety disorder.20 When persons 
are exposed to a traumatic event, they 
often experience a basic and intense emo-
tional response that can be classified as a 
“true alarm.” However, the experience of 
“alarm” or other intense emotions is not 
sufficient in and of itself for the devel-
opment of PTSD. To develop PTSD, one 
must develop anxiety or the sense that 
these situations, including one’s own emo-
tional reactions to them, are proceeding 
in an unpredictable and uncontrollable 
manner. Thus, when negative affect and a 
sense of uncontrollability develop, PTSD 
may emerge. Although this model implies 
that a psychological and biological vul-
nerability to develop the disorder exists, it 
is the case that anxiety or any disorder is 
always moderated to some extent by vari-
ables such as the availability of social sup-
port and the presence of adequate coping 
skills.17 In fact, current approaches to treat-
ment serve to improve the individual’s 
skill set of adequate coping strategies to 
prevent, reduce, or manage PTSD symp-
toms (see the evidence-based treatment 
section for more information).

With respect to social support, the  
current literature calls for more 
evidence-based research on integrating 
social support (ie, spouse, friend, or fam-
ily member) within PTSD treatment. This 
may be challenging with victims of sex-
ual assault as many are blamed or expe-
rience negative social reactions for their 
assault. However, because the victim’s 
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well-being is associated with the per-
ceived support received from a partner, 
and marital problems are associated with 
intimacy and sexuality, couples treatment 
that can enhance positive social support 
from the spouse or significant other is an 
important area for further investigation 
and implementation.21

Conditions That Are 
Frequently Comorbid 
With PTSD

It is well documented that PTSD is one 
of the most severe psychiatric illnesses, 
and it often manifests itself with a vari-
ety of concurrent psychological condi-
tions.22 Individuals with a diagnosis of 
PTSD are at significant risk for having 
another DSM Axis I disorder, including 
major depressive disorder, generalized 
anxiety disorder, and substance abuse.23 
They are also at risk for developing 
chronic pain conditions because of the 
effects of their war injuries. Although 
treating the symptoms of PTSD is vital 
for recovery, treatment of these comor-
bidities may also prove critical as they 
are often associated with a more chronic 
course of PTSD, perhaps ultimately 
leading to functional impairment and 
disability.

In a recent study on mental health
service utilization among OEF/OIF vet-
erans using the Veterans Administration 
(VA) health care system,7 25% of veterans 
received 1 or more distinct mental health 
diagnoses, with the median number of 
different diagnoses being 3. The most 
prevalent diagnosis was PTSD, which 
was found in 13% of all OEF/OIF veter-
ans in the study population. Depression 
was seen in 5%, and substance use disor-
der was seen in another 5% of the study 
population. Younger aged veterans, such 
as those between 18 and 24 years, tended 
to show the highest risk of receiving 1 or 
more mental health diagnoses. In another 
study of 4 US combat infantry units, vet-
erans were assessed prior to deployment 
and 3 months after return from combat 
duty. The findings suggested that there 
were higher rates of participants meeting 
screening criteria for depression, gen-
eralized anxiety, and PTSD after duty in 

Iraq, as compared with Afghanistan, with 
the largest difference in the rate of PTSD 
largely caused by combat intensity.6 
Given the high prevalence of comorbid 
psychiatric conditions, we now turn our 
focus to describing several frequently 
comorbid psychological disorders and 
important issues faced by returning
OEF/OIF veterans with PTSD.

Depression

Major depression and dysthymia are 
mood disorders that are highly associ-
ated with PTSD.23 Some researchers sug-
gest that these mood disorders may 
develop as a by-product of the trau-
matic event,24 but these conditions may 
also precede exposure to the traumatic 
events of war and thus might be consid-
ered as risk factors (vulnerabilities) for 
developing PTSD. Typically, though, the 
first onset of depression is higher among 
individuals exposed to traumatic events 
who develop PTSD as compared with 

in men are significantly lower than in 
women.23

Substance Abuse

Substance abuse and dependence
disorders frequently co-occur with 
PTSD.28 Approximately 30% to 50% of 
men and 25% to 30% of women with
lifetime PTSD also have an associ-
ated substance use disorder (SUD). 
Accordingly, some researchers have the-
orized that men and women may dif-
fer in the ways that they develop a SUD. 
For example, 65% to 84% of women meet 
criteria for PTSD first before developing 
an SUD. For men, there is an increased 
risk for experiencing trauma during the 
process of substance abuse, thus sug-
gesting that the use of substances might 
lead to PTSD.23 These rates suggest that 
women may be using substances as a 
form of self-medication from the PTSD 
symptoms, whereas for men, the sub-
stance use serves as an antecedent to the 

The co-occurrence of chronic pain 
and PTSD may have serious 
negative implications for the 

adaptive functioning of OEF/OIF 
veterans who have experienced a 

combat event.

those who are exposed to trauma and 
do not.25

The prevalence of mood disorders is 
similar among men and women with 
PTSD. For men, the current prevalence 
of major depression ranges from 10% to 
55%, with a lifetime rate of 26% to 70%; 
for women, the prevalence of major 
depression is about 17% to 23%, with a 
lifetime rate of 42% to 49%. With respect 
to dysthymia, the lifetime prevalence is 
21% to 29% for men and 23% to 33% for 
women with PTSD.26,27 On the basis of 
these data, some experts hypothesize that 
men with PTSD may be particularly vul-
nerable to depression, given that in the 
general population, rates of depression 

trauma. Nevertheless, there are signifi-
cantly higher rates of substance abuse 
in both men and women with PTSD as 
compared with SUD-diagnosed individu-
als without PTSD.

The context in which the substance 
abuse occurs is also important to con-
sider as it can aid in early detection. In the 
recent Millennium Cohort Study of OEF/
OIF veterans, the baseline, follow-up, and 
new-onset prevalence of alcohol abuse 
was highest among those with combat 
exposures as compared with those who 
did not experience combat or were not 
deployed.28 In addition, more women than 
men endorsed heavy weekly drinking at 
baseline and new onset, whereas more 
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men reported binge drinking and alco-
hol-related difficulties at all 3 time points. 
Furthermore, the highest level of alco-
hol misuse was found among Reserve/
Guard personnel who were deployed 
and reported combat exposures as com-
pared with a comparison group of active-
duty personnel. These authors suggest 
that stressors related to depression, PTSD, 
deployment, and return to the continen-
tal United States may make it more dif-
ficult to control the use of alcohol and 
thereby result in greater alcohol-related 
problems. In addition, they hypothesize 
that the greater percentage of alcohol mis-
use found among Reserve/Guard person-
nel may be caused by inadequate training 
and preparation of civilian soldiers for the 
additional stress of combat exposure dur-
ing deployment, family stress as a result 
of the transition between the military and 
civilian occupational settings, and reduced 
access to support services such as fam-
ily services, physical fitness programs, and 
prevention programs in the civilian com-
munities when they return home.

Additional contextual factors to con-
sider for substance abuse detection 
include negative emotions, interper-
sonal and marital conflict, and physi-
cal discomfort, all of which individually 
and in conjunction with one another 
increase the risk of substance abuse. 
Furthermore, although some experts 
hypothesize that men will abuse sub-
stances when experiencing positive 
emotions, this is not the case for women 
as they tend to experience fewer pos-
itive emotions as a result of the emo-
tional numbing associated with PTSD.29

Traumatic Brain Injury

Given the large number of injured 
soldiers who have experienced blows to 
the head, been in close proximity to a 
blast from an improvised explosive device 
(IED), or experienced other combat haz-
ards, mild to moderate traumatic brain 
injury (TBI) is believed to be common 
and has been labeled a “signature injury” 
in the wars in Iraq and Afghanistan.30

Mild TBI and concussion may be charac-
terized by irritability, memory problems, 
difficulty concentrating, or altered mental 
status; these are often referred to as 

postconcussive syndrome.31 Although mild 
TBI can resolve within a month of the 
injury, for some people, the symptoms can 
last for months or years.3,32 Head and neck 
injuries such as TBI have been reported 
in a significant number of soldiers who 
have been evacuated from Iraq and 
Afghanistan.33,34 Complicating the clinical 
picture further is that psychiatric condi-
tions such as PTSD can also interfere with 
normal cognitive function and mild TBI. 
Furthermore, mild TBI may increase the 
risk for developing PTSD.31 A recent sur-
vey of 1965 OEF/OIF veterans conducted 
by the RAND Corporation found that 14% 
screened positive for PTSD, 14% endorsed 
major depression, and 19.5% reported 
symptoms consistent with a mild TBI dur-
ing deployment; of those experiencing 
TBI, over a third (37.4%) also had overlap-
ping PTSD or depression. Assuming that 
the prevalence found in this study is rep-
resentative of the 1.7 million service mem-
bers who had been deployed for OEF/OIF 
as of October 2007, these findings sug-
gest that approximately 300 000 returning 
service members are currently experienc-
ing PTSD or major depression, and about 
320 000 may have experienced a mild TBI 
during deployment.34

Hoge et al35 shed new light on the
relationship between combat-related 
mild TBI during deployment and post-
deployment health-related outcomes, 
including PTSD. In a survey of 2225 US 
Army infantry soldiers, 3 to 4 months 
after deployment to Iraq, of the 124 
(4.9%) soldiers reporting injuries with 
loss of consciousness, 43.9% also met 
criteria for PTSD. Analyses indicated 
that soldiers with mild TBI were more 
likely to report health-related prob-
lems such as poor general health, missed 
workdays, medical visits, and a high 
number of somatic and postconcussive 
symptoms than were soldiers with other 
injuries. A recent study found that in a 
sample of 340 OEF/OIF veterans being 
seen at a level 2 Polytrauma Network 
site, 42.1% of the sample met criteria for 
TBI, PTSD, and chronic pain simultane-
ously.4 These data demonstrate the high 
rate of comorbidity among these condi-
tions and support the need for an inte-
grated approach to treatment.

Chronic Pain
Given the physical injuries often 

sustained in combat, acute and chronic 
pain are among the most significant 
problems facing returning OEF/OIF 
soldiers, with commonly reported pain 
sites including the head, back, legs, and 
shoulders.36,37 Pain that persists for an 
extended period of time (ie, months or 
years), accompanies a disease process, or 
is associated with a bodily injury and has 
not resolved over time may be referred to 
as “chronic” pain.38 The National Institute 
of Health identified chronic pain as the 
costliest medical problem in America, 
affecting nearly 100 million individuals.39 
Consistent with a biopsychosocial model 
of illness, individuals with chronic pain 
often report that pain interferes with their 
ability to engage in occupational, social, 
or recreational activities. Their inability to 
engage in these activities may contribute 
to increased isolation, negative mood 
(eg, feelings of worthlessness and depres-
sion), and physical deconditioning, all of 
which in turn can exacerbate or contribute 
to the experience of pain.

The co-occurrence of chronic pain and 
PTSD may have serious negative impli-
cations for the adaptive functioning of 
OEF/OIF veterans who have experi-
enced a combat event. Research suggests 
that patients with chronic pain and PTSD 
experience more intense pain and affec-
tive distress,40 higher levels of life inter-
ference,41 and greater disability42 than 
patients with either pain or PTSD alone. 
Although rates vary, it appears that 45% to 
85% of patients who report for the treat-
ment of PTSD also have a significant 
chronic pain condition.43,44 The association 
between pain and PTSD is likely to be 
stronger among OEF/OIF veterans when 
compared with Vietnam-era veterans as 
the traumatic event and the pain condition 
are more likely to have a recent onset and 
to be associated with the same event.

In an effort to develop more effective 
treatments for returning military personnel 
with comorbid chronic pain and PTSD, a 
randomized clinical trial of an integrated 
treatment for veterans with chronic pain 
and PTSD is being conducted (J. D. Otis 
and T. M. Keane, unpublished raw data, 
2009). Integrating components of 
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effective treatments for pain and for 
PTSD, this 12-session intervention rec-
ognizes the many important interrelated 
cues and symptoms associated with PTSD 
and chronic pain. Results of the study 
thus far have been positive; although par-
ticipants in all 3 active treatment con-
ditions manifested clinically significant 
decreases in their self-reported pain and 
PTSD symptoms, initial data suggest 
that those who received the integrated 
treatment showed the most substantial 
changes from pre- to posttreatment. As 
similar studies are launched and treatment 
strategies are tested with patients with 
comorbid pain and PTSD, refinement of 
components of our existing treatment 
protocols will follow the path suggested 
by the data collected.

Impact on the Family

The impact of war zone deployment on 
military families is apparent, with fam-
ily adjustment difficulties being a primary 
concern reported by returning OEF/OIF 
veterans.45 Evidence suggests that deploy-
ment is associated with less family cohe-
sion and nurturance, increased spousal 
emotional distress, depression, and child 
behavior problems. In addition, some 
research asserts that certain character-
istics of PTSD symptoms are associated 
with greater psychological and marital 
distress in spouses (ie, avoidance, emo-
tional numbing, and anger).46 However, 
the spouse’s perception of the severity of 
the veteran’s PTSD symptoms and com-
bat exposure plays a role in their own 
level of psychological distress and  
marital satisfaction.

Only a few studies have examined inter-
personal violence between veterans and 
significant others; however, the avail-
able evidence suggests that domestic vio-
lence rates are higher among veterans 
with PTSD than among veterans without 
PTSD or individuals in the general pop-
ulation.47 Research suggests that the rates 
of domestic violence among veterans with 
PTSD are similar to the rates among vet-
erans suffering from depression. A study 
by Sherman et al47 found that 81% of vet-
erans with PTSD and 81% of depressed 
veterans perpetrated at least 1 violent act 
toward their partner within the past year. 

These rates are 6 times greater than the 
rates found in the general population. 
Similarly, 45% of veterans with PTSD and 
42% of depressed veterans perpetrated 
at least 1 severe violent act toward their 
partner within the past year.

There are some suggestions that factors 
related to PTSD such as “anger control” 
and “anger expression” may predict inter-
personal violence.48 In addition, some 
research suggests that a history of child-
hood abuse among veterans is related to 
increased symptoms of PTSD, which may 
itself increase risk of interpersonal vio-
lence. Although some literature suggests 
these veterans are within the help- 
seeking population, rates of this profile 
of veterans seeking couples therapy is 
low.47 These findings delineate a relatively 
understudied and high-risk population of 
veterans and further highlight the impor-
tance of considering the veterans’ history 
and present marital context while pro-
actively treating their PTSD and related 
comorbidities.

With respect to the nature of intergener-
ational transmission of psychological dis-
tress, from parent to child, the research is 
mixed. Some research indicates that 
veterans’ children are at an increased risk 
of experiencing distress perhaps because 
they have not yet fully developed the 
cognitive and emotional capacity to cope 
with the absence of their parent.49 Other 
findings suggest adolescents are also at 
risk for the development of emotional 
and behavioral difficulties, and they 
appear to exhibit a range of avoidance 
behaviors secondary to their thoughts, 
feelings, and reactions to war.50,51 Dekel 
and Goldblatt52 indicate that the conse-
quences of PTSD, rather than PTSD itself, 
may be the contributing factors in parent-
child transmission. These authors com-
pleted a literature review of the existing 
research and found mixed results pertain-
ing to mental distress, family functioning, 
and self-esteem. However, they deduce 
that the literature is pointing in the direc-
tion that the veteran’s trauma and 
distress is the primary contributor of dis-
tress among his or her children and that 
the greater use of violence by this par-
ent indicates the extent of distress by the 
child. Therefore, the children of OEF/OIF 

veterans deserve special attention so that 
continued research can determine the 
best targets for early and sustained inter-
vention through all stages of their 
parents’ tour of duty as well as for helping 
them adjust to their parents’ return.

Finally, Dekel and Goldblatt52

suggest that more research is needed to 
identify the direct and indirect mech-
anisms through which trauma and the 
associated symptoms are transmitted to 
their children. They suggest exploring 
the contribution of comorbidities such 
as depression and substance abuse as 
potential significant factors. Furthermore, 
because their review is based on stud-
ies comprising mostly male veterans who 
were receiving mental health treatment, 
research is needed to expand its scope 
and to include the wives of veterans and 
women veterans. Longitudinal and qual-
itative research may help in achieving 
these research goals.

Vocational Problems

Work impairment for individuals with 
PTSD has been found to be similar to 
that of the work impairment rates of indi-
viduals suffering from depression. The 
estimates translate into an annual loss in 
productivity in excess of $3 billion in the 
United States alone.53 In a study look-
ing at the characteristics of callers to the 
Anxiety Disorders Association of America 
(ADAA) with PTSD and subthreshold 
PTSD (SPTSD), the PTSD callers had 
higher rates of work impairment than the 
SPTSD and psychiatric disorder controls.54 
These findings highlight the impor-
tance of early intervention approaches 
to reduce occupational and vocational 
maladjustment.

Suicide

Outreach and treatment of PTSD 
requires attention toward the manage-
ment of suicidal thoughts and behav-
ior. Nearly 5% of the general population 
will at some point in time make a suicide 
attempt. An additional 17.5% will have 
suicidal thoughts, and 3.9% will progress 
to the point of having a plan and means 
of accomplishing it.55 The rates of suicide 
in the veteran population are approxi-
mately twice as high as those in the 
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general population.56 A recent study of 
suicide mortality among veterans treated 
for depression in the VA concluded 
that, unlike the general population, 
younger age was identified as a fac-
tor for increased risk, a finding of signif-
icant importance as a new and younger 
cohort of veterans return from Iraq and 
Afghanistan.57 Veterans with PTSD are 
likely to manifest several risk factors 
that increase the probability of suicidal 
thinking and suicide attempts, includ-
ing depression and feelings of hope-
lessness, substance abuse, estrangement 
from social supports, chronic anxiety and 
anger, and employment or financial 
difficulties.58 It is important that all health 
care providers in the primary care 
setting be knowledgeable and prepared 
to handle crisis situations as well as pro-
vide resources to patients (ie, suicide hot-
line numbers and location of the nearest 
emergency room) so they can receive the 
support they need before and during a 
crisis. To assist combat veterans and 
others with suicidal ideation and feelings, 
there are great resources available about 
which all clinicians should be aware. The 
site www.suicidepreventionlifeline.org 
and the suicide prevention line (1-800-
273-TALK) can confidentially assess and 
offer treatment options to veterans in 
serious distress.

Assessment and 
Screening of PTSD

For purposes of conceptual understand-
ing and treatment planning, it is funda-
mental for clinicians to determine the 
appropriate psychological diagnosis or 
diagnoses for their patients. The manner 
in which a diagnosis for PTSD is reached 
can vary depending on the purpose of 
the assessment (ie, clinical practice or 
research) and the amount of time avail-
able to complete the assessment. Different 
assessment contexts require different 
assessment approaches, depending on the 
particular assessment goals of the profes-
sional (see Wilson and Keane59 for reviews 
of available techniques for the assessment 
of PTSD within various contexts).

Paramount to a diagnosis of PTSD is the 
clear identification of a criterion A event, 

to which subsequent symptoms are 
linked. Therefore, when selecting diag-
nostic measures, clinicians should con-
sider whether the measure assesses the 
presence of a traumatic event, in addition 
to ensuring that the measure is psycho-
metrically sound. Two different meth-
ods commonly used to assess PTSD 
include (1) structured diagnostic inter-
views and (2) self-report psychological 
questionnaires.

Structured Diagnostic 
Interviews

Structured diagnostic interviews are 
extremely valuable tools for assessing 
PTSD symptoms.60 Although it is standard 
practice in research settings to employ 
structured diagnostic interviews, the use 
of structured interviews in the clinical set-
ting is less common, except in a clinical 
forensic practice.61 This likely is because 
of time and cost burdens, as well as the 
need for specialized training to adminis-
ter many of these interviews. Nonetheless, 
the use of structured diagnostic inter-
views for PTSD in clinical settings has 
been recommended to improve diagnos-
tic accuracy and aid in treatment plan-
ning.62 Below, we provide information on 
2 structured interviews that were devel-
oped to measure PTSD symptoms.

Clinician Administered PTSD Scale 
(CAPS). Developed by the National 
Center for PTSD,63 the CAPS is the most 
widely used structured interview for diag-
nosing and measuring the severity of 
PTSD.64 The CAPS assesses all DSM-IV8 
diagnostic criteria for PTSD, as well as the 
associated symptoms of guilt and disso-
ciation. Importantly, the CAPS contains 
separate ratings for the frequency and 
intensity of each symptom; this permits 
flexibility in scoring and analyses. 
It also promotes uniform administration 
and scoring through carefully phrased 
prompt questions and explicit rating 
scale anchors with clear behavioral refer-
ents. There is also flexibility built into the 
administration of the CAPS. Interviewers 
can administer only the 17 core symp-
toms, all DSM-IV criteria, and/or the 
associated symptoms. Administration 
time is approximately 30 minutes to an 
hour, depending on those sections the 

interviewer chooses to use. Once trained, 
interviewers are able to ask their own 
follow-up questions and use clinical judg-
ment in arriving at a diagnosis.

Structured Clinical Interview for DSM-IV 
(SCID-IV). The SCID-IV65,66 assesses a 
broad range of Axis I and II psychiat-
ric conditions. It is divided into separate 
modules corresponding to DSM-IV diag-
nostic criteria, with each module pro-
viding the interviewer with prompts and 
follow-up inquiries intended to be read 
verbatim to respondents. The SCID can 
be administered by clinicians and highly 
trained interviewers. Although the SCID 
is a good diagnostic tool, several limita-
tions exist. First, the SCID permits only 
a dichotomous rating of PTSD (eg, pres-
ence or absence of symptoms), whereas 
most clinicians agree that psychological 
symptoms occur in a dimensional rather 
than dichotomous fashion.67 Second, the 
SCID does not assess for the frequency or 
severity of symptoms. Third, the anchors 
employed in the SCID do not provide 
clear behavioral referents. Finally, only 
those symptoms associated with the 
“worst event” are assessed; the effects of 
other traumas are generally not evaluated.

Self-Report Measures

Self-report measures provide infor-
mation on the presence or absence of 
PTSD, trauma symptoms, and their sever-
ity. Several measures provide specific 
cutoffs that are indicative of a diagnosis 
of PTSD, whereas the majority incorpo-
rates continuous indicators of symptom 
severity. In general, self-report measures 
are more time and cost efficient than 
diagnostic interviews and are of partic-
ular utility in clinical settings in which 
a structured interview is not feasible 
or practical. Clinicians are encouraged 
to use those measures that have been 
normed in the population for which they 
will be employed to maximize accuracy 
and efficiency.18

Mississippi Scale for Combat Related 
PTSD. The 35-item Mississippi Scale is 
widely used to assess combat-related 
PTSD symptoms.68 The scale items were 
selected from an initial pool of 200 
items generated by experts to closely 
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match the DSM-III criteria for the dis-
order. The Mississippi Scale has been 
updated and now assesses the presence 
of symptoms reflecting the DSM-IV crite-
ria for PTSD and several associated fea-
tures. Respondents are asked to rate, on 
a Likert-type scale, the severity of symp-
toms over the time period occurring 
“since the event.” The Mississippi Scale 
yields a continuous score of symptom 
severity as well as diagnostic information. 
It is available in several languages and 
takes 10 to 15 minutes to administer.

PTSD Checklist (PCL). Developed by 
researchers at the National Center for 
PTSD in Boston,69 the PCL is a 17-item 
self-report measure of PTSD symptoms. 
Different scoring procedures may be used 
to yield either a continuous measure of 
symptom severity or a dichotomous indi-
cator of diagnostic status. Dichotomous 
scoring methods include either an overall 
cutoff score or a symptom cluster scoring 
approach. The original scale was based 
on the DSM-III-R criteria for PTSD and 
has been updated to reflect the 17 diag-
nostic criteria outlined in the DSM-IV. 
Respondents are asked to rate, on a 
Likert-type scale, “how much each prob-
lem has bothered them” during the past 
month. The timeframe can be adjusted 
as needed to suit the goals of the assess-
ment. There is a civilian (PCL-C) and a 
military (PCL-M) version of the measure. 
On the PCL-C, reexperiencing and avoid-
ance symptoms apply to any lifetime 
stressful event, whereas for the PCL-M, 
reexperiencing and avoidance symptoms 
apply to stressful events that are mili-
tary related only. The PCL has been used 
extensively in both research and clin-
ical settings and takes 5 to 10 minutes 
to administer. If needed, a 17-item Life 
Events Checklist, developed as a com-
panion to the CAPS to identify poten-
tially traumatic experiences, can be used 
with the PCL. It is typically completed by 
patients in a matter of a few minutes.

Evidence-Based 
Treatments for PTSD

As presented earlier, several recent 
studies affirm the presence of PTSD in 

large numbers among returning OEF/OIF 
veterans.7 In addition, 60% of all men-
tal health diagnoses among these veter-
ans were initially made in non–mental 
health settings, with 42% made in pri-
mary care settings and 18% in other set-
tings. Furthermore, only 23% to 40% of 
these veterans sought mental health care 
and reported concerns about stigmati-
zation to be a major barrier to seeking 
treatment. These findings highlight the 
need for the development of interven-
tions that would contribute to the miti-
gation of mental health problems among 
returning veterans when being treated in 
primary care settings. Early evidenced-
based intervention is integral to the pre-
vention of chronic mental illness in this 
population.70

Exposure therapy, cognitive therapy, 
anxiety management techniques, and 
pharmacological interventions are the 4 
most empirically supported as efficacious 
treatments for PTSD across a diverse pop-
ulation of PTSD survivors.71 These
4 psychological treatments are described 
briefly here.

Exposure Therapy

Using exposure therapy for PTSD, the 
clinician guides the patient in vividly 
remembering the details of the traumatic 
event until the patient has experienced a 
decline (extinction) in the intensity of the 
recalled material and it no longer elic-
its a PTSD reaction from the patient (ie, 
hyperarousal, reexperiencing, numbing, 
anxiety, hypervigilance, etc). In this con-
text, the patient returns (either in imag-
ination or in vivo) to the site of the 
traumatic event (eg, the location of his 
or her car accident), thereby decreas-
ing avoidance and fostering mastery 
over paired trauma cues.71 In vivo expo-
sure is often viewed as the most effective 
and efficient form of exposure therapy. 
Yet, in cases where this type of expo-
sure therapy is not possible, such as in 
combat, imaginal exposure can be used. 
Imaginal exposure is based on the same 
goal of reducing avoidance and fostering 
mastery. In this context, the trauma cues 
are presented using imagery in order for 
the patient to describe the vivid details 
of the traumatic event. This description is 

based on stimulus, response, and meaning 
propositions that the patient has 
associated with the event.

Cognitive Therapy

Cognitive models of PTSD are based on 
information-processing theory suggest-
ing that PTSD develops from a fear net-
work in memory that initiates escape and 
avoidance behaviors.72 Meaning elements 
are part of the mental fear structure that 
can be modified with prolonged expo-
sure and cognitive restructuring. Cognitive 
processing therapy (CPT), originally 
developed for female rape victims, now 
possesses an evidence base with other 
PTSD populations.71 This treatment is inte-
grative such that it incorporates elements 
of exposure therapy, cognitive therapy, 
and anxiety management training and 
involves the writing and reading of the 
traumatic event as well as restructuring 
of critical cognitive distortions that were 
developed from the patient’s interpreta-
tion of the traumatic event. Key domains 
of safety, trust, power and control, self-
esteem, and intimacy are addressed.

Anxiety Management Training

Anxiety management training (AMT) is 
a psychoeducational approach that intro-
duces behavioral and cognitive strategies 
to help patients manage their emotional 
response in PTSD. This skill set consists 
of relaxation, diaphragmatic breathing, 
trauma education, cognitive restructur-
ing, guided self-dialogue, communication 
skills training, and anger management.71 
Using several of the evidence-based 
approaches to the treatment of PTSD, 
Keane and colleagues73 developed a 
PTSD treatment that included exposure 
therapy, AMT, and cognitive restructur-
ing as core features. As a phase-oriented 
approach, it comprises 6 phases: 
(1) behavioral stabilization, (2) trauma 
education, (3) anxiety management skills 
training, (4) trauma-focused work, 
(5) relapse prevention skill training, and 
(6) aftercare procedures.

Pharmacological Interventions

In accordance with the progress in the 
understanding of biological mechanisms 
of PTSD, pharmacological interventions 
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are important.74,75 The most common 
pharmacological agent for PTSD is the 
selective serotonin reuptake inhib-
itor (SSRI) antidepressant medica-
tion. Sertraline and paroxetine have 
been approved by the Food and Drug 
Administration for the treatment of PTSD. 
Clinical trials with SSRIs for PTSD have 
found modest levels of effectiveness; 
however, they are at least as effective 
as other antidepressant medications and 
with fewer side effects.68,76-82

Given these findings and the fact that 
attrition rates are high in medication 

trials, future research is needed to 
better understand the neurobiology of 
PTSD to develop more effective medica-
tions specifically targeted to treat PTSD.82 
Preliminary evidence suggests that a 
combination of psychological and phar-
macological interventions may be effec-
tive in preventing the development and/
or the progression of PTSD. Based on 
the above information, this area is prom-
ising in terms of continued development, 
and it is likely that funding agencies will 
continue to support research and devel-
opment efforts toward finding more 

effective pharmacological treatments 
for PTSD.71

Resources for Veterans

A number of resources are currently 
available to health care providers and 
the public to assist with the dissemina-
tion of current and accurate information 
about PTSD and its comorbid conditions 
(see Table 1). The VA Polytrauma System 
of Care, which was created in response 
to identified health care needs of OEF/
OIF veterans, currently comprises 4 

Table 1.

Resources for Veterans

Resource Description Information Location

US government-sponsored programs

  VA Polytrauma System of Care For veterans and returning service members 
with multiple injuries

http://www.polytrauma.va.gov/
facility_locations.asp?isFlash=1

   National Center for Posttraumatic 
Stress Disorder

Provides information on research, education, 
and training on posttraumatic stress disorder 
(PTSD) and stress-related disorders

http://www.ncptsd.va.gov/
ncmain/index.jsp

  US Department of Veterans Affairs Dedicated to helping veterans get the services 
they have earned

http://www.va.gov/

  US Department of Defense Includes news from the Pentagon and links to 
other US government Web sites

http://www.defenselink.mil/

Nongovernment programs and resources

  Vet Centers Provide readjustment counseling and outreach 
services to all veterans who served in any 
combat zone

http://www.vetcenter.va.gov/
index.asp

   The International Society for 
Traumatic Stress Studies

Promotes advancement and exchange of 
knowledge about severe stress and trauma

http://www.istss.org/

  American Psychological Association Scientific and professional organization that 
represents psychology in the United States

http://www.apa.org/

   Anxiety Disorders Association of 
America

Nonprofit organization dedicated to informing 
the public, health care professionals, and media 
that anxiety disorders are real, serious, and 
treatable

http://www.adaa.org/
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Polytrauma Rehabilitation Centers and 17 
additional Polytrauma Network sites that 
are located throughout the United States. 
These facilities not only provide a vari-
ety of medical, rehabilitative, and psy-
chosocial services for veterans but also 
encourage the involvement of families 
and friends throughout the rehabilitation 
process.

The VA National Center for PTSD 
(NC-PTSD; www.NCPTSD.va.gov) is a 
center of excellence for research and 
education on the prevention, under-
standing, and treatment of PTSD. The 
NC-PTSD has 7 divisions across the 
country with the goals of improving 
the assessment and treatment of PTSD, 
advancing scientific understanding of 
PTSD, disseminating PTSD information 
to clinicians, and supporting the global 
war on terror by collaborating with the 
Department of Defense and other US 
agencies to increase our readiness in 
times of emergency. In addition to treat-
ment programs and organizations in the 
VA, a number of other agencies with 
expertise in the assessment and treatment 
of anxiety-related disorders, including 
PTSD, can provide useful information.

Future Directions

Given the likelihood of the continued 
involvement of US troops in war zones 
across the world, soldiers will continue to 
be engaged in combat situations that will 
result in PTSD and trauma-related condi-
tions. Military combat can result in many 
types of injuries; some of these are vis-
ible (eg, loss of a limb), and others are 
less apparent and more psychological in 
nature (eg, PTSD, depression, substance 
abuse). In terms of ultimate outcomes 
and the assurance of optimal functioning, 
it is important that we address each of 
the different types of combat injuries. 
Given that these conditions rarely occur 
in isolation, consideration of the interac-
tion of multiple conditions seems 
critical to enhancing clinical outcomes. 
For example: What is the best treatment 
approach for a veteran with PTSD, TBI, 
and a substance abuse problem? How 
do chronic pain, PTSD, and TBI interact 
with one another? How can the family be 

helped to assist a veteran who has expe-
rienced one or more of these conditions? 
Clearly, research focusing on the devel-
opment of integrated treatments across 
many concurrent problems is needed.

Mental health treatment continues to 
carry with it a stigma among current and 
former members of the military. Efforts to 
reduce this stigma so that individuals can 
obtain treatment early in the course of 
their disorder and avoid problems associ-
ated with chronic conditions are needed. 
The development of creative ways to 
improve access to care, while reducing 
stigma associated with accessing care, 
such as Internet and Web-based interven-
tions, wireless access to information in 
waiting areas, Internet chat rooms, and 
pod casts, should be given priority for 
future investigation.

Overall, health care providers who treat 
OEF/OIF veterans are encouraged to 
develop interdisciplinary collaborations 
to gain a broader understanding of how 
the experience of war-related injury influ-
ences the lives of returning war veterans; 
to recognize the importance of treat-
ing the entire person, not just a particu-
lar disorder; and to prioritize the creative 
development of innovative and effective 
treatments for this important component 
of the veteran population. AJLM
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