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Abstract 

The number of Vietnam veterans diagnosed with PTSD is staggering, according 

to the National Center for PTSD (2006), in 1986 to 1988, over 15% of all male Vietnam 

veterans (479,000 out of 3,140,000 men who served in Vietnam) and 8.1 % of all female 

Vietnam veterans (610 out of 7,200 women who served in Vietnam) are currently 

diagnosed with PTSD.  By focusing on perceptions of the veterans, the purpose of this 

study was to examine the effects of various treatment modalities received from Veteran 

Centers by Vietnam combat veterans suffering from PTSD.  Although qualitative studies 

have been conducted in this area, little research has been conducted to ascertain the 

subjective experiences of the veterans.  Additionally, this study examined the treatment 

modalities of cognitive behavioral therapy, exposure therapy, stress inoculation training, 

cognitive restructuring, eye movement desensitization and reprocessing, narrative 

therapy, and drug therapy for PTSD.  This study is guided by the primary research 

question, “How do Vietnam combat veterans with PTSD perceive the effects of various 

treatments received from Veteran Centers on their mental health?”   

Grounded theory provided the theoretical and conceptual basis for this study.  

Grounded theory was chosen for this study because it meets the particular demands of the 

research.  This study was conducted with participation of Vietnam combat veterans.  The 

participants were selected by a variety of criteria, one being logistic reasons. Namely, 

they resided in the Southwest United States.   

All participants had been previously diagnosed with PTSD due to combat 

experiences by a medical physician or a licensed psychologist and had received  

counseling treatment from Veteran Centers.  Another criterion is that all participants were  
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willing and able to discuss their experiences regarding their perception of treatment for 

PTSD and its effect on their mental health.  The researcher conducted in-depth interviews  

with Vietnam combat veterans diagnosed with PTSD,  to gain additional knowledge 

concerning how the veterans believed their treatment from Veteran Centers affected their 

mental health.  
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Vietnam Combat Veterans’ Perceptions of  Treatment 

for Posttraumatic Stress Disorder Received From Veteran Centers 

Chapter I 

Introduction 

When the Vietnam War concluded, many combat veterans had to face a new 

enemy, Posttraumatic Stress Disorder (PTSD).  According to the National Vietnam 

Veterans Readjustment Study (NVVRS), the estimated lifetime prevalence of PTSD 

among Vietnam combat veterans is 30.9% for men and 26.9 % for women.  In addition, 

22.5% of men and 21.2% of women who have served in Vietnam have had partial PTSD 

at some point in their lives (Kulka et al.,1990).  The emotional and financial toll of PTSD 

still continues.  Today, the United States is faced with another overwhelming crisis that is 

taking a human and financial toll on our country.  There are more than 1.64 million 

veterans of Iraq and Afghanistan, and of those, one in five combat veterans has 

experienced Posttraumatic Stress Disorder (PTSD).  The economic cost to our nation for 

these 300,000 veterans includes their medical care, loss of productivity, and lost lives 

through suicide, resulting in an estimated cost of $4 to $6 billion over the next two years.  

The human cost is even worse; the 20 percent of U.S. military personal who have 

deployed to these wars and experienced PTSD will also be faced with long-term 

problems if left untreated.  These problems range from a greater likelihood of drug use, 

suicide, unemployment, homelessness, and marital issues (Washington Post, April 18, 

2008). 

According to the Washington Post, (April 18, 2008) further research from the 

Research And Development Corporation (RAND) has shown that of those veterans who 
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 sought care, only half received minimally adequate treatment.  The report continued to 

suggest that the treatment of PTSD in veterans cannot be solely contained by the  

Departments of Defense and Veterans Affairs; instead, the treatment will also be the 

responsibility of the U.S. health care system. 

At a time when veterans are currently returning from combat duty in Iraq and 

Afghanistan, clearly, many more veterans will follow.  Consequently, our nation will be 

faced with the problem of how to properly treat those returning with PTSD.  The  

treatment these veterans receive will have a lasting impact on their mental health.  Thus it  

is imperative that appropriate treatment is available to veterans diagnosed with PTSD. 

Statement of the Problem 

      According to the National Center for PTSD (2006), cases of PTSD are extremely 

high.  In 1986 to 1988, more than 15% of all male Vietnam veterans (479,000 out of 

3,140,000 men who served in Vietnam) and 8.1 % of all female Vietnam veterans (610 

out of 7,200 women who served in Vietnam) are currently diagnosed with PTSD.  The 

effects of PTSD are not experienced by just those individuals diagnosed with PTSD, but 

in addition, there is an economic impact for the United States.  PTSD leads to 3.6 days 

per month of work days lost and cut back, leading to $3 billion annual loss of 

productivity per year in the United States (Kessler & Frank, 1997).  It is a concern that, 

despite these statistics, PTSD is under recognized according to the National Comorbidity 

Study (Kessler, Sonnega, & Bromet, 1995), approximately 60% of individuals with 

PTSD are not treated. 

 The overwhelming problem with PTSD in combat veterans will not dissipate just 

because the Vietnam War is over.  Markowitz (2007), reported, 

2 



  Texas Tech University, Heather C. West, December 2010     

Despite the commonly held belief that PTSD symptoms ameliorate with age, 
retirement tends to worsen symptoms of PTSD.  Factors involved in this are 
thought to be the loss of the ability to submerge the earlier trauma in the world of 
business or family life. (p. 659)  

 
The United States is engaged in new wars, and concurrent with these wars is an 

increase in combat veterans needing treatment for PTSD.  The Veterans Affairs reported 

that as of February 2008, 505,366 troops have left the military after they returned from 

the wars in Iraq and Afghanistan, and of these, 144,424 (29%) have sought VA health 

care, and 20,638, more than 14%, have been diagnosed with PTSD (Vlahos, 2006).  The 

New England Journal of Medicine (Hoge et al., 2004) reported that approximately 1 in 6 

soldiers returning from Iraq suffered from PTSD.  Kaplan (2006) reported,  

Medical surveillance data obtained from the Army’s Center for Health Promotion 
and Preventive Medicine on health assessment responses completed between 
January and August of 2005 by 193,131 troops returning from Operation Iraqi 
Freedom (OIF).  Col. Charles Hoge, M.D., chief of psychiatry and behavior  
services at the Walter Reed Army Institute of Research, told the U.S. House  
Committee on Veterans Affairs’ Health Subcommittee last July that 19% to 21% 
of troops who have returned from combat deployments meet criteria for PTSD, 
depression or anxiety.  Of these, 15% to 17% of troops who served in Iraqi and 
6% of those who served in Afghanistan had PTSD symptoms when surveyed 
three to 12 months after their deployments. (p. 6) 

 
 The need for effective treatment for PTSD will continue to increase.  The number 

of total patients treated in VA facilities increased by 22 % from 4.1 million in 2001 to 

more than 5 million in 2004 (Vlahos, 2006).  In September 2004, the U.S. Government 

Accountability Office (GAO) reported that the VA facilities might not be able to meet an 

increase in demand for services for PTSD (GAO, 2004).  In a more resent 2007 study,  

researcher Ketti (2007) reported,  

Defense Department officials believe that in all, 100,000 combat vets from Iraqi 
and Afghanistan may eventually need psychological help.  One certainty is that 
neither the military nor veterans hospitals are ready.  That leaves states and 
localities no choice but to prepare themselves as best they can. (p.22)  
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Purpose of the Study 

If left untreated, PTSD will not only increase in number but in severity as well.  

To address this problem, this study was designed to research the treatment modalities that 

are most effective in treating PTSD in Vietnam combat veterans from the veterans’ 

perspective. 

By focusing on perceptions provided by the veterans, this research sought to 

examine the effects of various treatment modalities received from Veteran Centers by 

Vietnam combat veterans diagnosed with PTSD. Although quantitative studies have been 

conducted in this area, little research has been conducted to ascertain the subjective 

experiences of the veterans.  This study includes a database focusing on the personal 

impact of the treatment modalities as reported by the veterans who have experienced 

treatment.  Additionally, this study  examined the treatment modalities of cognitive 

behavioral therapy, exposure therapy, stress inoculation training, cognitive restructuring, 

eye movement desensitization and reprocessing, narrative therapy, and drug therapy for 

PTSD.    

Significance of the Study 

      Combat veterans returning home have experienced a great deal of emotional 

turmoil during and resulting from their previous duty.  The mental health treatment 

received by these veterans can have a lasting impact on how well they will be able to 

cope with the trauma they have experienced. 

      This study is important for several reasons.  First, it is important to emphasize that 

gaining a better understanding of any group of individuals can help counselors become  

more effective.  Second, by considering emergent themes, this study has the potential to 
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ascertain what veterans deem to be important aspects of their mental health as a result of 

treatment.  Third, this study may serve as a catalyst for additional research focusing on 

issues to prevent future mental health consequences from ineffective treatment of combat 

veterans with PTSD.  This study is not designed solely for the benefit of counselors and 

counselor educators.  By understanding the salient themes in the lives of the participants, 

other professionals, family, friends, and the general public may become more sensitive to 

the needs of our future returning combat veterans who are suffering from PTSD.  The 

daily experiences of all adults often involve interactions with combat veterans; thus, this 

study may also enhance daily interactions between civilians and veterans. 

Research Questions 

      This study was guided by one primary research question as follows, How do 

Vietnam combat veterans diagnosed with PTSD perceive the effects of various treatments 

received from Veteran Centers on their mental health?   

Theoretical/Conceptual Framework 

Grounded theory provided the theoretical and conceptual basis for this study.  

Grounded theory was chosen for this study because it meets the particular demands of the 

research that is being studied.  Denzin and Lincoln (2005) wrote, “Grounded theorists 

want to understand people’s experiences in as rigorous and detailed a manner as possible.  

They want to identify categories and concepts that emerge from text and link these 

concepts into substantive and formal theories” (p. 782). 

Delimitations 
 

      The following delimitations provide the boundaries for this study.  The  

participants in this study were adult combat veterans from the Vietnam War.  All  
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participants were living in the Southwest region of the United States during the study.  

Resulting from the location in which the participants reside, this study may not be 

generalizable to all urban areas and other geographical regions within the United States. 

      Another delimitation of this study involves the data collection method.  Individual 

interviews were conducted, and the results were used as the data collection for this study.  

Specifically, the data were dependent on the participants’ willingness to verbally provide 

information and fully give in-depth information to the interviewer. 

Limitations of the Study 

      The geographic location of the participants in this study may pose a limitation.  

The participants were adult combat veterans who live in the Southwest of the United 

States.  By virtue of the geographic region, the participants’ cultural norms and beliefs 

may be unique to the region, and thus, these participants may not represent all veterans.  

Accordingly, the results of this study may not be generalizable to the general population 

of war veterans.  

      Another limitation may result from the scheduling of the times the interviews 

were conducted.  Some participants chose not to participate in the study based on when 

the interviews were conducted.  Accordingly, the data that were generated from this study 

may not capture emergent themes related to issues that are relevant to veterans who may 

work during the hours of eight in the morning until five in the afternoon.  Also, because 

the participants may not have wished to appear weak and may have felt  

uncomfortable, the participants may not have always shared fully their perceptions and 

experiences throughout the interviews.  

Definition of Terms 

6 
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       The following definitions are provided to clarify the key terms that were used in 

the study. 

• Behavior Therapy – The use of classical and operant conditioning principles 
to bring about therapeutic change.  Techniques of behavior therapy include 
systematic desensitization, flooding, biofeedback, aversion therapy, shaping, 
and token economics (The Cambridge Dictionary of Psychology, 2009). 
 

• Combat Veterans - Individuals having been active duty military personnel 
who have served in a theater of combat operations. 
 

• Mental Health - A state of emotional and psychological well-being in which 
an individual is able to use his or her cognitive and emotional capabilities, 
function in society, and meet the ordinary demands of everyday life.  (The 
American Heritage Dictionary of the English Language, updated 2003). 

 
• Posttraumatic stress disorder - PTSD refers to a psychological disorder 

operationally defined by the Diagnostic and Statistical Manual of Mental 
Disorders, fourth edition (2000).  PTSD occurs in people who have 
experienced life-threatening events to which they respond with feelings of 
fear, or helplessness.  PTSD is marked by three distinct sets of symptoms: 
reexperiencing the trauma, avoiding reminders of the trauma, and 
experiencing increased physiological arousal.  The symptoms must occur for 
at least a month, causing significant personal distress. (American Psychiatric 
Association, 2000) 

 
• Veteran Centers – Are the 232 centers that are part of the U.S. department of 

Veterans Affairs, directed by the Readjustment Counseling Services, and 
funded by the Veterans Administration.  Veteran Centers provide counseling, 
outreach, and referral services to help U.S. military veterans and their families 
readjust to civilian life. 

 
Organization of the Study 

      This study is organized as follows: Chapter 1 consists of an introduction to the 

problem and the purpose of the study.  It also defines all terms salient to this study, as 

well as focusing on theories and philosophy guiding the research.  Chapter 2 consists of a 

review of relevant literature regarding combat veterans and PTSD.  It is divided into the 

following major areas: history of PTSD, components of PTSD, Veteran Centers,  

Behavioral Theory, PTSD treatment, and future research in PTSD.  Chapter 3 consists of  
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a description of the methodology that was used.  Chapter 4 is the presentation, analysis, 

and conclusions of the data.  The finial chapter, Chapter 5 includes a summary of the 

study, as well as implications and recommendations. 
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Chapter II 

Review of Relevant Literature 

      A historical literature review is presented herein on posttraumatic stress disorder 

(PTSD) in combat veterans.  The review begins with an overview of the mental health 

treatment of combat veterans since the Civil War (1861-1865) to 2009 in the United 

States.  A more recent literature review was conducted on Veteran Center programs 

designed to help veterans with PTSD. The literature focusing on the basic components of 

posttraumatic stress disorder is also reviewed.  Inasmuch as behavior theory has been the 

predominant theory of choice, special attention is given to the literature on behavioral 

theory.  The review of the literature is presented in the following six areas: 

Area I:  History of Post Traumatic Stress Disorder (PTSD) 

Area II:  Components of posttraumatic stress disorder  

Area III:   Veteran Centers 

Area IV: Behavioral Theory  

Area V:   Various treatments of posttraumatic stress disorder 

Area VI:   Future research areas of posttraumatic stress disorder 
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History of Posttraumatic Stress Disorder 

      The Civil War (1861-1865).  The symptoms of PTSD were first identified in 

soldiers during the Civil War (1861-1865), and despite its initial description during the 

Civil War, PTSD has been identified with different names.  In the Civil War era, soldiers 

who were experiencing symptoms of shortness of breath, chest pains, heart palpitations, 

and sleep disturbances were diagnosed as having irritable heart (Keating, 2003; 

Rebhahn, 2000; Streisand, 2006).  Nostalgia was the diagnoses given to soldiers who 

were young and experiencing apathy, loss of appetite, and excessive thoughts of home 

(Keating, 2003). 

      According to Mosse (2000), the general thought was that symptoms were 

afflicting men who were weak.  “Thus, already in 1888 during the American Civil War, a 

report on soldiers’ afflictions which was said to diminish their effectiveness in battle 

singled out those not able to adjust to the hardships of war as young men of feeble will 

and highly developed imaginative faculties” (p. 102). 

      World War I (1914-1918).  During World War I, symptoms were again referred 

to as irritable heart.  World War I also brought two new labels to some symptoms of 

PTSD: one was effort syndrome, which doctors believed was caused by strenuous 

military duties, exposure to poison gas or disease, and psychological stress.  Another 

diagnosis was formulated during World War I; this diagnosis was shell shock.  Shell 

shock was considered to be a stress syndrome in which soldiers could end up almost 

catatonic, dazed, confused, blind, deaf, or paralyzed (Keating, 2003).  Doctors believed 

shell shock was caused by bursting shells that upset brain functions.  The term shell shock 

was later abandoned when doctors realized the same symptoms were occurring in soldiers  
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who had never experienced any kind of explosion (Gersons & Carlier, 1992).  German 

psychiatrists equated war neurosis or shell shock with lack of will power rather than 

reaction to war itself. They believed those affected had weak dispositions, were fearful 

and weak (Mosse, 2000).  Mosse further reported: 

A soldier in full control of himself, of strong power of will, would be able to cope 
with the experience of battle and become accustomed to the terrible sights which 
surrounded him in the trenches, indifferent to death.  Here, the well-established 
belief that psychogenetic disorders arise from a lack of adaptation to circumstances 
reinforced the belief that those who could not cope were somehow to be 
considered abnormal.  War was the supreme test of manliness, and those who were 
the victims of shell-shock had failed this test. (p. 104) 
 

      Research varies on the treatments attempted during World War I.  One report 

suggested that treatments received by the soldiers was on a ranking basis.  For example, 

if you were an officer you were allowed to return home to recuperate, and if you were a 

regular soldier you were often considered to be a coward (Streisand, 2006).  The military 

was interested in rapid professional help allowing all soldiers to be reinstated into battle 

as quickly as possible.    Special treatment units were established behind the front lines, 

and soldiers were treated immediately under guidance of a French psychologist, C.S. 

Myers.  Hypnosis was used to alleviate painful and suppressed experiences and emotions 

in order to allow soldiers to return to battle (Gersons & Carlier, 1992).  

The number of shell shock cases is staggering.  In their research, Gersons and 

Carlier (1992) reported the following: 

During World War I, the British Army reported that no less than 7-10% of the 
officers and 3-4% of the other ranks suffered mental breakdowns.  In all, 80,000 
shell-shocked troops passed through the army hospitals, a quarter of whom ended 
up in psychiatric institutions.  On the grounds of this diagnosis, 20,000 soldiers 
were exempted from further active service.  As recently as 1939, the British 
government spent $2 million of benefit payments to shell-shocked World War I  
victims. (p. 744)  
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World War II (1941-1945).  In World War II, symptoms were classified as battle 

fatigue or combat fatigue (Keating, 2003; Rebhahn, 2000).  Throughout that war, a large 

number of soldiers were discharged for psychological problems caused by fear and 

exhaustion.  General George Patton treated soldiers who were suffering from battle 

fatigue with great disdain.  He cursed some of these men and labeled them cowards; 

once, he even struck one physically.  There was a public outcry against Patton’s actions, 

and President Eisenhower expressed disgust at such behavior.  This signaled a change in 

the public’s perception of battle fatigue.  In 1943, General Omar Bradley ordered that 

breakdown in combat be regarded as exhaustion.  His order helped to put to rest ideas 

that only men who were mentally weak collapsed under the stress of combat (Mosse, 

2000). 

World War II was the first time that professionals began to consider external 

events such as warfare as having psychological consequences.  It had been previously 

believed that breakdowns were caused by biological reasons, and that choosing the right 

soldiers would limit losses to battle fatigue.  By the end of the war, the military realized 

that every man had his breaking point (Streisand, 2006). 

Vietnam War (1959-1974).  A group of psychiatrists began to use the term Post-

Vietnam Syndrome to describe a delayed reaction to combat that included alienation, 

depression, anger, and sleeplessness in the early 1970s.  It was the work and activism of 

these psychiatrists on behalf of Vietnam veterans that became the impetus for diagnosing 

PTSD as a medical condition (Streisand, 2006).  The true effects of PTSD did not come  

to light during the Vietnam War, but were strongly felt after the war was over. 
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Post-Vietnam Era (1975-2005). It was not until 1980 that the diagnosis of PTSD 

was included in the Diagnostic and Statistical Manual III – Revised (DSM-III-R, 1980).  

The mental health field was reluctant to recognize that psychological effects of traumatic 

experiences could develop into a long-lasting disorder in need of intensive treatment.  It 

was the general thinking that following a traumatic event, an individual’s reactions would 

return to normal without impairment if given enough time (Yehuda, 2003). 

Prior to the 1980 inclusion of PTSD in the DSM-III-R (1980), the components of 

PTSD were vaguely included.  The DSM (1952), of the American Psychiatric 

Association used the term gross stress reaction.  Gross stress reaction was defined by a 

reaction to extreme stress, such as war, disaster, fires, earthquakes, or explosions.  In 

1968, the DSM-II (1968), used the term temporary situational disorder to refer to a 

reaction to unusual stress, caused by anything (Gersons & Carleir, 1992).  The 

researchers Gersons and Carlier reported the following about the diagnosis of PTSD, 

The “introduction” of the new diagnosis PTSD was seen and felt to be recognition 
of the psychic consequences of war, especially as experienced by Vietnam 
veterans.  The diagnosis also officially acknowledged, at last, the psychic reactions 
experienced by people who had been in concentration camps.  By incorporating 
PTSD into DSM-III, a new disorder category was introduced, pertaining to psychic 
disorders attributed almost entirely to outside causes or to causes in society.  This 
construction made it possible for victims of war and violence to be recognized as 
psychiatric patients, without the stigma of their being classified among the more 
serious psychiatric conditions such as hysteria, depression, or psychosis.  Another 
important aspect of the new diagnostic category was that it facilitated 
compensation claims. (p. 742) 

 
There was a resistance to the inclusion of PTSD in the DSM-III-R (1980).  

Researcher McNally, (2003) reported, 

Members of the DSM-III task force were reluctant to endorse a diagnosis tied 
specifically to a historical event (The Vietnam War).  Yet they eventually relented 
when veterans’ advocates persuaded them that the same stress syndrome occurred 
in survivors of other traumatic events, such as rape, natural disaster, or  
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confinement in a concentration camp.  Converging clinical evidence, pointing to a  
common syndrome consequence of trauma, clinched the inclusion of PTSD in 
DSM-III. (p. 229) 
 

The Columbia Encyclopedia, 6th ed. (2008), reported the following statistics, 

The National Vietnam Veterans Readjustment Study (1988) estimated that 31% of 
the males and 27% of the females who served in the Vietnam War had symptoms 
of PTSD.  Estimates of civilian populations put the rate of PTSD at 10% (women) 
and 5% (men) in the 15 to 54 age group.  Childhood sexual abuse, sexual abuse, 
and assaults are common causes of PTSD in both military and nonmilitary 
women.  In 1989, the U.S. Congress created the National Center for Post-
Traumatic Stress Disorder for the study and treatment of PTSD. (The Columbia 
Encyclopedia, 2008) 
 
Recent Years (2005-2009).  After 2005, there existed a definite change in 

modern combat.  The front line of defense no longer existed, which meant that all 

military professionals in any place in the chain of command were at risk in the hostile 

situations of war.  The traditional view of the soldier also has undergone changes in 

today’s world.  Whereas the soldier used to be exclusively men in their 20s, now the age 

distributions are much broader, and women are exposed to combat more now than they 

were previously (Medina, 2008).  According to the Department of Defense, in 1974, 60% 

of all active duty military personnel were 25 years old or younger; this figure decreased 

15% by the year 2000.  There has also been a 9% increase in the number of women 

serving in active duty military service from 1974 to 2000.   The war in Iraq is not fought 

with traditional combat means, instead it is considered guerilla or insurgent warfare.   In 

this type of warfare violence is not contained to just soldiers; it also affects medics,  

administrators, and other support staff  in which women frequently hold positions 

(National Center for PTSD, 2006).   

Components of Posttraumatic Stress Disorder 

PTSD.  More than half the population of the United States, approximately  
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150,000,000 individuals have experienced one or more traumatic events, and at least 8% 

of the population has met the criteria for lifetime PTSD.  Accordingly, this is a significant 

mental health problem (Cahill & Foa, 2007).  The National Institute of Mental Health 

reports an estimated 5.2 million American adults between the ages of 18 to 54 currently 

have PTSD.   

Posttraumatic stress disorder can develop when an individual experiences or is 

exposed to a traumatic event.  The traumatic event is usually life threatening or an event 

capable of inflicting bodily harm.  Breslau et al., (1998) reported some examples of 

traumatic events including rape, natural disaster, sexual molestation, physical assault, 

combat, motor vehicle accidents, and the death of a loved one.  All traumatic events have 

the ability to produce fear, helplessness, horror, and distress.  These responses lead to 

adverse psychological reactions that can result in posttraumatic stress disorder (Yehuda, 

2003). 

Clinical Features.  Individuals suffering from PTSD are trauma survivors who 

are unable to let go of the traumatic event.  There are three symptom clusters associated 

with PTSD.  The first one is re-experiencing symptoms; this refers to distressing images, 

unwanted memories, or nightmares and flashbacks of the traumatic event.  These 

symptoms cause distress and physical symptoms such as palpitations, shortness of breath, 

and other symptoms related to panic.   The second cluster of symptoms is the avoidance 

of reminders of the event; this includes people, places, or things associated with the 

trauma as well as becoming emotionally numb, constricted, or generally unresponsive to 

the environment.  The finial cluster of symptoms is hyperarousal, which consists of 

physiological symptoms including insomnia, irritability, impaired concentration,  
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hypervigilance and increased startle responses.  In order for an individual to meet the 

DSM-IV (2000) criteria for PTSD, one or more of the symptoms from the first cluster 

must be present, and three or more symptoms from the second cluster, as well as two or 

more symptoms from the third cluster must be present.  These symptoms must be 

considered severe enough to cause substantial impairment in social, occupational, or 

interpersonal domains.  These symptoms must also be present for at least one month in 

order to be considered for PTSD diagnosis (Yehuda, 2003).  Some of the more common 

symptoms of PTSD are flashbacks, irritability, insomnia, nightmares, guilt, and intense 

panic.  These symptoms often surface in response to something that is only vaguely 

reminiscent of the original trauma suffered by the victim of PTSD (Goleman, 1992).   

It is impossible to diagnose PTSD immediately following a trauma because the 

symptoms must persist for at least a month.  Ninety-four percent (94%) of trauma 

survivors exhibit some degree of acute PTSD symptoms (Rothbaum & Foa, 1993).  It is 

to be expected that most trauma survivors will have some type of PTSD response; for 

most people, these symptoms dissipate in time (Kessler, Sonnega, & Bromet, 1995).  

 Who develops PTSD.  Although an exposure to a traumatic event is believed to 

be the cause of posttraumatic stress disorder, not everyone who is exposed to a traumatic 

event develops posttraumatic stress disorder.  A discrepancy exists between the beliefs 

concerning who is most likely to develop PTSD.  For example, the nature of the trauma 

experienced is a highly significant factor in determining whether or not an individual will 

develop PTSD.  In examining traumatic events, it is the events involving interpersonal 

violence such as torture, rape, assaultive violence, and combat that lend themselves to the 

development of PTSD, whereas traumatic experiences such as motor vehicle accidents  
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and natural disasters are less likely to evoke PTSD (Yehuda, 2003).   It is important to 

note that not everyone exposed to the same trauma will subsequently develop PTSD.  In 

fact, most individuals do not develop PTSD.  The majority of individuals exposed to a 

traumatic event react with stress-related symptoms that decline dramatically within 90 

days following the event (Medina, 2008).   

It is difficult to predict who will develop PTSD because the resiliency of 

individuals varies greatly.  An individual’s risk of developing PTSD depends on several 

factors.  One factor contributing to developing PTSD is, if an individual has experienced 

trauma in the past, he or she is more likely to develop PTSD.  According to researcher 

Scott, (2007), who researched multiple traumatic experiences and the development of 

PTSD, “The results revealed that the number and severity of traumas are related to 

severity of PTSD symptomatology” (p. 936).  Another factor in susceptibility is 

psychological condition, meaning if the individual has a history of anxiety or depression 

then he or she is at a higher risk of developing PTSD.  Women suffer from PTSD at twice 

the rate of men, so gender is often a factor as well.  Last, the nature of the traumatic 

experience can also influence whether or not an individual develops PTSD (Cowley, 

2001).  

The National Institute of Mental Health reports that events most often associated 

with PTSD for men are rape, combat exposure, and childhood neglect and physical abuse. 

For women, the associated events are rape, sexual molestation, being attacked physically, 

being threatened with a weapon, and childhood physical abuse.  The report from the 

National Institute of Mental Health also states that following exposure to a traumatic 

event, more than twice as many women as men experience PTSD. 
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Inge Bramsen, a psychologist at Vrije University in Amsterdam, conducted a 

study to examine who is most likely to develop PTSD.  In the study, Bramsen 

administered PTSD tests to 572 men who were engaged in the United Nations 

Peacekeeping Force in the former Yugoslavia.  Bramsen reported that men who observed 

the largest number of highly stressful events, such as shootings or death, showed the most 

severe symptoms of PTSD.  Although these findings were anticipated, a discovery by 

Bramsen that was not anticipated was that participants who rated highest on personality 

negativism and paranoia before they were deployed also showed more symptoms of 

PTSD later.  Bramsen concluded this might be due to a hostile individual perceiving 

more personal menace in events than someone who is not hostile, or an anxious 

individual may not be able to cope with a stressful situation as effectively as an 

individual who is less anxious (Rebhahn, 2000). 

Individuals who believe that trauma has wide-ranging negative implications for 

the safety of the world or for the trust they can place in others and for their own ability to 

cope are more likely to develop chronic PTSD following a trauma.  This may be because 

these individuals interpret traumatic events with preexisting ideas about personal safety.  

If individuals interpret initial symptoms of PTSD as a sign that they are permanently 

altered in a negative way or that they are falling apart, then these ideas may serve to 

maintain the symptoms.  An individual’s coping styles are shaped by prior experience,  

and this may explain why earlier trauma can place an individual at a greater risk for 

developing PTSD in the future (Yehuda, 2003).       

John Krystal, director of the West Haven VA Medical Centers Laboratory of 

Clinical Psychopharmacology, reported that many research studies with animals have  
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shown trauma in early life increases susceptibility to major impacts of trauma later in life.  

One study (Goleman, 1992) showed that individuals who were victims of abuse as 

children may be among the most vulnerable to PTSD as adults.   

PTSD is the exception rather than the rule following the aftermath of a traumatic 

experience; it is because of this, that researchers search for the risk factors that contribute 

to the development of chronic PTSD (Yehuda, 2004).  Breslau, Davis, Andrski, and 

Peterson (1991) reported that the nature and severity of the traumatic event, previous 

exposure to trauma, a history of psychological and behavioral problems, and family 

history of PTSD, anxiety, and depression have all been noted as risk factors for PTSD.  

When epidemiological researchers (Breslau, Davis, Andrski, & Peterson 1991) examined 

the risk factors, they identified clusters of factors that are clearly interrelated.  One cluster 

of factors is lower socioeconomic standing, ethnicity, and lower intellectual function, but 

all of these variables have also been associated with a greater exposure to traumatic 

events (Yehuda, 2003).  It has yet to be confirmed as to whether the tendency to develop 

PTSD is determined genetically.  A twins’ study demonstrated that as much as 30% of 

some PTSD symptoms might have a genetic basis (True et al., 1993). 

  A higher level of stress during deployment to war translates to greater increases in 

PTSD symptom severity following deployment (Vasterling et al., 2010).  A recent 

research study was conducted by King, King, Vogt, Knight, and Samper (2006), to assist 

in the development of the DRRI, a new assessment tool to determine deployment risk and 

resilience to mental health issues. These researchers noted that although combat exposure 

was linked to PTSD, there are  
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other factors of deployment experiences that also may have important roles in 

determining which soldiers are susceptible to PTSD.  Some of these features include 

characteristics of pre-deployment life, like family stress and post- deployment stressors.  

Lower magnitude stressors during deployment that impact a soldier’s mental health are, 

distress and hardships related to daily life far from home, strange cultures, extreme 

climates, long work days, and difficult living conditions.  These factors as well as 

depleted intrapersonal resources can all have an impact on who develops PTSD (King, 

King, Vogt, Knight, & Samper, 2006).  Another study confirms the preceding findings.  

This study was conducted by Kewley, Larson, McRoy, Garland, and Gaskin (2010). They 

reported the following findings: 

Of the nine demographic and psychosocial factors that were examined in relation 
to PTSD, four factors emerged as significant in the multivariate model: 
deployment-related stressors, combat exposure, marital status, and education.  
The one variable in the study that had the strongest association with screening 
positive for PTSD was deployment-related stressors.  In fact, this category of 
noncombat stressors was more strongly associated with possible PTSD than was 
combat exposure. They include concerns or problems back home, difficulties in 
communicating with home, problems with leadership, long deployments, and lack 
of time off. (p. 73) 
 
A research study by Meguen et al. (2010), contradicts the above findings.  Their 

research examined the impact of direct and indirect killing on the mental health of Iraq 

War Veterans with the following results, 

Our results indicate that a significant percentage of soldiers who served in OIF at 
one large Army installation reported that they killed or were responsible for 
killing during their deployment (40%).  Killing in combat was a significant 
predictor of PTSD symptoms and alcohol abuse, even after controlling for combat 
exposure, suggesting that taking a life in combat is a potent ingredient in the 
development of mental health difficulties. (p. 89) 
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Biological responses.  When an individual is not reacting to a trauma, the brain is 

in a homeostatic state, which means all systems are maintaining a steady internal 

regulation.  An individual has a natural biological response when exposed to a traumatic 

stress; this is a fear response.  The response is to assist the individual in determining the 

level of danger that he or she is experiencing and to respond behaviorally in accordance 

with that level.    

Many biological systems work with each other to respond to trauma.  An 

individual may have a fight or flight response to fear.    When danger is no longer present, 

the body regulates itself and returns to normal.  The ability of the body to return to a 

normal healthy state is referred to as allostasis.  PTSD can be described as an individual’s 

inability to return to allostasis (Medina, 2008).   

When an individual is exposed to traumatic stress, a fear response is activated that 

involves the initiation of concurrent and instantaneous biological responses.  These 

responses assist in assessing the level of danger the individual faces, and then biological 

responses organize an appropriate behavioral response.  The amygdala is responsible for 

starting the process of activating the neurochemical and neuroanatomical circuitry of fear 

by activating the startle response.  In the startle response, the parasympathic and 

sympathetic nervous systems as well as the hypothalamic-pituitary-adrenal systems all 

respond to stress.  The hippocampus is involved in terminating these responses.  This  

intense and highly coordinated response to stress is ultimately contained by the release of 

cortisol from the adrenal gland (Yehuda, 2003). 

The amygdala plays a pivotal role in mediating the biological response to fear.  

This response begins by increasing the flow of oxygen to the muscles in our legs to assist 

21 



  Texas Tech University, Heather C. West, December 2010     

 an individual if he or she needs to use the option of leaving or taking flight from 

impending danger.  Robert Sapolsky, a Stanford neuroscientist, described the brain’s 

reaction to stressful situations as a “triage economy.”  Adrenaline and cortisol speed up 

the heart rate and dilate the bronchial tubes.  This occurs while all other bodily functions 

that are not essential to the body’s immediate reaction are slowed.  These other bodily 

functions are digestion and tissue repair. PTSD may develop when an overwhelming 

trauma distorts the body’s stress response, allowing the stress symptoms to last for 

months or even years (Cowlely, 2001). 

Biological effects.  One explanation for the development of PTSD is that the 

increased sympathetic nervous system response leads to an exaggerated sympathetic 

nervous system response to the trauma.  This can be manifested by an increased 

concentration of adrenalin.  An increase of adrenaline initiates a process whereby 

traumatic memories become inappropriately remembered due to an exaggeration in the 

level of distress.  Adrenaline facilitates memory formation by maintaining organisms at a 

high level of arousal.  If cortisol does not adequately shut down adrenaline, the result 

may be prolonged memory.  The stress-responsive system may be further activated by the 

increased distress every time there are traumatic reminders, resulting in secondary 

biological alterations associated with anxiety and hyperarousal (Yehuda, 2002). 

According to Goleman, (1992), a 1988 study was conducted at the West Haven 

Veterans Administration Medical Center in Connecticut.  In this study, 15 Vietnam 

veterans were given the drug yohimbine.  This was part of an experiment exploring the 

links between traumatic events and changes in brain chemistry.   

The drug yohimbine is an extract from the bark of a tree in Africa.  This drug is  
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used in clinics to boost the heart rate and blood pressure in patients whose systems are 

failing.  This drug has the effect of energizing the sympathetic nervous system, which in 

turn causes it to act as if it were confronted with a stressful traumatic event, making the 

heart race, pupils dilate, and blood rush to the muscles in order for the body to respond to 

the stressful situation.  

Usually when individuals receive yohimbine, they do not feel any discomfort or 

experience a panic attack.  Of the 15 Vietnam veterans participating in the study by 

Goleman (1992), nine experienced a panic attack when the yohimbine became active in 

their brain; the other six experienced flashbacks.  The response of these symptoms 

occurred simultaneously with other PTSD symptoms.   The doctor conducting this study, 

Dennis Chamey, M.D. Chief of Clinical Neuroscience at the National Center for PTSD, 

in West Haven, Connecticut,  concluded that because this drug was able to trigger most 

of the PTSD symptoms, it provided evidence suggesting that traumatic events, even a 

single episode, can alter the brain’s chemistry (Goleman, 1992).  Yohimbine blocks the 

action of the alpha 2 receptor located on the noradrenalin neuron.  When this happens, 

more noradrenalin is released for a longer period of time, which mobilizes the body for 

emergencies. 

Whenever there was a war, individuals consistently described many of the same 

problems; it is this consistency that gave physicians early clues that there might be 

underlying neurological changes resulting from trauma, and because these symptoms 

persisted over several decades, the doctors knew the changes were long lasting.   

  In the 1980s, trauma research studies were conducted on laboratory animals.  

Evidence from these studies pointed to a specific site in the brain where these changes  
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were occurring; it was the noradrenalin system, the system in the body that activates for 

emergency responses.   Severe trauma can actually reset the brain’s noradrenalin system, 

making individuals more prone to adrenaline surges.  These surges can be triggered by 

anything that even remotely resembles the original trauma and can occur even decades 

after the original trauma (Goleman, 1992). 

A research study conducted by Goleman (1992) at the West Haven research 

center, showed that trauma could make individuals more sensitive to adrenaline.  

Goleman found that individuals with PTSD had abnormally high levels of adrenaline and 

noradrenalin in their bodies.  In another study conducted at West Haven, patients were 

found to have 40 percent fewer alpha 2 receptors on their blood platelets.  These studies 

show changes may also occur in the locus coeruleus, which coordinates the secretion of 

the hormones adrenaline and noradrenalin.  Adrenaline and noradrenalin flow through the 

body to prepare it for an emergency.  It is believed that about 90 percent of the cells of 

the brain’s noradrenalin-controlling system are in the locus coeruleus or have a direct 

connection to it.  One major connection is locus coeruleus, which runs to the limbic 

system; this is the system that modulates emotions.  Another connection runs to the 

frontal cortex, which involves planning and rational decision making.  It is evident that 

researchers have found a series of neurobiological changes in PTSD patients.  These 

changes alter the brain’s metabolism and make it vulnerable to surges of noradrenalin, 

therefore prompting the alarm state (Goleman, 1992). 

There are two other major changes that affect the brain in addition to the 

noradrenalin system’s increased vulnerability to adrenaline.  One of the main changes is 

in the brain circuit linking the hypothalamus and the pituitary gland.  When the body 
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 reacts to stress, the circuit triggers a release of corticotrophin-releasing factor (CRF).  

CRF is an important stress hormone, and when an individual experiences trauma, the 

brain over secretes CRF.  In patients suffering from PTSD, the brain will release CRF 

even when emergencies do not exist.   

Charles Nemeroff, M.D., psychiatrist at Duke University, conducted a study at 

Duke University Medical School, in which participants were injected with CRF, which 

typically causes individuals to secrete large amounts of adrenocorticotropic hormone 

(ACTH), which is a chemical that triggers the stress reaction.  The participants who 

suffered from PTSD had an unusual response to the CRF; they secreted far less ACTH.  

A conclusion of this study was that PTSD victims had been secreting ACTH far more 

than usual before their injection.  The brain’s reaction to this is to compensate by 

decreasing the number of receptors for CRF.  This decrease in receptors is not significant 

enough to dilute the effects of too much CRF.  Oversecretion of CRF may explain many 

symptoms of PTSD, which compounds the effects of adrenaline surges.  This may 

actually exaggerate one’s sense of danger, causing an individual to overreact in 

situations.  This may explain why some war veterans can overreact to a sound similar to 

gunfire; the body releases too much CRF, and the individual is flooded with the same  

feelings he or she had in combat. The individual may become scared, start sweating, or 

begin to get chills. 

The third change in the brain that shows a change because of PTSD is the opioid 

system.  The opioid system’s purpose is to dull the sensations of pain during an injury.  

One of the main opioids is endorphins, which dull pain while evoking a pleasant, 

detached dreaminess.    This may account for the negative symptoms of PTSD, such as  
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emotional numbness, apathy, and lack of interest in life.  These symptoms often alternate 

with more intense symptoms, such as nightmares and nervousness or are mixed in a 

rollercoaster of ups and downs.     

A study was conducted by Roger Pitman, M.D., Associate Professor of Psychiatry 

at the Harvard Medical School in conjunction with the VA Medical Center in 

Manchester, New Hampshire using the drug naloxone, which is a drug that blocks the 

opioid system.  When veterans with PTSD were administered naloxone, they showed a 

strong block by the drug, thus suggesting that combat stimuli did activate the opioid 

system to release endorphins.  This may explain how some mortally wounded soldiers are 

able to continue to fight while being oblivious to the severity of their wounds.  In PTSD 

sufferers, that response appears to continue, sensitizing the nerve pathways regulating 

endorphins so that they continue to dull pain even in reaction to only images of war 

(Goleman, 1992).   

Functioning effects.  PTSD does not have just physical and psychological 

effects, it also has effects on the general functioning of the veteran.  Turner, Beidel, and 

Frueh, (2005), reported, 

PTSD is also associated with extreme social maladjustment, including social 
avoidance or phobia, anger or violent behavior, family discord, and 
unemployment (Frueh, Turner, Beidel, & Cahill, 2001).  Thus, PTSD is a 
prevalent, complex psychiatric disorder resulting in considerable emotional 
distress and impaired social function and often constitutes a significant treatment 
challenge. (p. 40) 
 
Dekel, Goldblatt, Keidar, Solomon, and Poliack (2005) presented findings from a 

qualitative study examining the effects of PTSD on marriages from the wife’s point of 

view.  In this study, the wives reported that their lives predominately revolved around  

their husband’s PTSD. They also reported feelings of tension, anxiety, depression, 
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loneliness, and feelings of loss of control.  This study reported negative family effects as 

in violence, high levels of conflict, and low levels of cohesiveness.  In a later study,  

Sherman, Sautter, Jackson, and Han (2006) reported that domestic violence rates among 

veterans with PTSD are higher than those of the general population.  Glash (2007) 

interviewed Spc. Eric Goins and his wife, Heather, about Spc. Goins battle with PTSD.  

During the interview Heather Goins made the following statement about her marriage 

after her husband’s return, “There was no intimacy, we slept back to back, we never gave 

hugs or kissed.  He didn’t want to be bothered with anybody, and I didn’t want to bother 

him” (p.31).  Heather stated that their family life had suffered as a result of combat 

PTSD. 

PTSD may also have negative effects on veterans’ memories. Jelinek et al. 

(2006), reported, 

Moreover, memory impairment in patients diagnosed with PTSD is not confined 
to trauma-related information.  Declarative memory for neutral (trauma-
irrelevant) material is also often affected (Golier & Yehuda, 2002). In most 
studies evidence was found from deficits in verbal memory.  However, it remains 
to be elucidated whether nonverbal memory is also affected in PTSD. (p. 940) 
 
Suicide rates among veterans with PTSD are much higher than in the general 

population.  CBS news conducted an investigation into veteran suicides. Their results 

revealed that in 2005 in a total of 45 states, there were at least 6,256 veteran suicides; this 

averages to about 17 veteran suicides each day (Keteyian, 2007).  The New York Times, 

in January 12, 2010, reported that suicides are on the rise in this population. 

The suicide rate among 18-29 year old men who have left the military rose 26 
percent from 2005 to 2007, according to preliminary data from the Veterans 
Affairs Department.  In 2005, the rate was 44.99 suicides per 100,000 veterans, 
compared with 56.77 in 2007, the department said. (p. A12) 
 
In a January 28, 2010 article, Zoroya (2010) reported, “Twenty-nine soldiers in all  
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parts of the Army killed themselves in January 2009, nearly twice the 15 killed in combat 

that month (p. A-1).  The same article reported 115 suicides in 2007, 140 in 2008 and 160 

in 2009”. 

Research has been conducted to examine the correlation between PTSD 

symptoms or symptom clusters that can predict suicidal ideation among combat veterans 

with PTSD.  Bell and Nye (2007), reported the following findings, 

The results of this study suggest the utility of specific PTSD symptom clusters as 
predictors of suicidal ideation among Vietnam combat veterans with PTSD.  Of 
note, re-experiencing symptoms had the strongest association with current 
suicidal ideation, with greater current severity of re-experiencing symptoms being 
associated with highest scores of suicidal ideation within the past week. (p. 1146). 
 

Excessive violence is often attributed to those suffering from PTSD.  In a 2007 

report on PTSD, Glasch (2007) reported the following, 

If left untreated, PTSD can lead to serious consequences.  In the summer of 2002, 
for example, five Soldiers at Fort Bragg, N.C., who had recently returned from 
Afghanistan, murdered their wives,  Two of those Soldiers then took their own 
lives. (p. 30) 
 
Another area in which PTSD effects the Veterans functioning is employment.  

Thorp and Stein (2005) reported, 

Although participants with PTSD showed the most substantial interference with 
occupational or school activities, those with partial PTSD showed more 
occupational impairment when compared to participants who had experienced 
trauma but did not meet criteria for full or partial PTSD. Individuals with full 
PTSD, compared to those with partial PTSD, demonstrated grater impairment in 
terms of work days lost, interference with work or daily activities, decreased time 
with people in personal life, and increased tensions or conflicts because of their 
reactions to the traumatic experience. (p. 1-2) 
 

 The comorbidity rate of those diagnosed with combat PTSD is especially high 

(Kastelan et al., 2007).  One disorder that often presents itself with PTSD is depression.  

This can lead to other 
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functioning problems for veterans.  One study examined the health care utilization of  

those diagnosed with PTSD and depression.  The researchers reported that these 

diagnoses lead to smoking, health problems, and an increase utilization of medical 

services.  The researchers also reported, “Studies have shown that patients with PTSD 

exhibit increased pain and physical complaints.  Comorbid PTSD and depression are 

associated with poorer functional outcomes” (Stapleton, Asmundson, Woods, Taylor,  & 

Stein, 2006, p. 564).  A Yale University study examined why PTSD, depression and pain 

often occur together.  They found that veterans with PTSD and other syndromes, such as 

depression, alcohol abuse, substance abuse, or suicidal ideation, had different brain 

images on a CT scan than did those who had been diagnosed only with  PTSD (Kennedy, 

December, 2009). 

 “Epidemiological research indicates that there is substantial comorbidity between 

posttraumatic stress disorder (PTSD) and substance use disorder (SUD)” (Coffey, 

Schumacher, Brimo, & Brady, 2005).  Results of 2010 research study indicated that 

PTSD symptoms and hazardous drinking are not only correlated with each other, but also 

with health functioning (McDevitt-Murphy et al., 2010).  Chadwick, (2006) suggested 

that struggles with alcohol and drug abuse or dependence may be the result of trying to 

self medicate from the reactions to trauma 

A resent research study by Hien, Jiang, Campbell et al. (2010), examining treatment of 

PTSD and substance abuse, provided the following results, 

PTSD severity reductions were more likely to be associated with substance use 
improvement, with minimal evidence of substance use symptoms reeducation 
improving PTSD symptoms.  Results support the self-medication model of coping 
with PTSD symptoms and an empirical basis for integrated interventions for 
improved substance use outcomes in patients with severe symptoms. (p.100) 
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 A study was conducted to examine psychotic symptoms in combat-related PTSD.  

The results reported by Kastelan et al. (2007), were,  

The results obtained in this study confirm that psychotic symptoms do occur in 
patients suffering from chronic combat related PTSD.  We found hallucinations 
and delusions in 18 (20%) of 91 patients.  None of the patients had a primary 
psychotic disorder or current addiction. (p. 275) 
 
There exists a stigma associated with PTSD and other mental health issues that 

diagnosed veterans must deal with in our society.  “Many military personnel avoid 

seeking help for emotional issues because of a perceived stigma” (Chadwick, 2006).  

Veteran Spc. Goins, made the following statement when interviewed about seeking 

treatment for PTSD, “I didn’t think I had PTSD.  I had the attitude that only crazy people 

experienced it” (Glasch, 2007.  P. 29).  Glasch (2007) reported that 60 percent of soldiers 

returning from Operation Iraqi Freedom (OIF) and Operation Enduring Freedom were 

unlikely to seek help for PTSD out of fear their commanders and fellow soldiers would 

treat them differently.  In an article about PTSD treatment, Gerardi, Rothbaum, Resler, 

Heekin, (2008) made the following statement about the stigma of seeking treatment for 

PTSD,  

The VA systems are developing ways to work around the stigma, including phone 
and Internet-based treatments.  I hope education will help people get over that, 
people aren’t embarrassed if they get diabetes or a heart condition.  We’ve got 
treatment for this.  And it’s not a sign of weakness.  It’s a sign you’ve been 
through bad things and your body has responded.  It made an imprint on your 
body, on your brain, and now we can help you get over it. (p. 210) 
 
The military has acknowledged this stigma and has taken steps to encourage 

military personal and veterans to seek treatment without concern about stigma.  Donald 

(2007) reported, 

Research shows that vets tend to avoid treatment because they fear that they 
would be seen as weak and that their colleagues would have less confidence in  
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them.  But those who don’t seek treatment often struggle for years with the 
consequences.  The syndrome pushes many into depression, alcoholism and 
conflict with their families. (p. 22) 

 
These are just some of the examples of difficulties in functioning that veterans with 

PTSD face.  

Veteran Centers 

In 1979, the Veteran Center Program was established by Congress to help the 

significant number of Vietnam Veterans who were still experiencing readjustment 

problems.  In 1991, Congress extended Veteran Center services to include veterans who 

served during Lebanon, Grenada, Panama, the Persian Gulf, Somalia, and 

Kosovo/Bosnia.  In 1996, Congress also included World War II and Korean combat 

veterans.  In 2003, it was the Secretary of Veterans Affairs who extended eligibility for 

services to veterans of Operation Iraqi Freedom and all subsequent operations within the 

Global War on Terrorism.  Also in 2003, the Veterans Administration Secretary Anthony 

J. Principi authorized Veteran Centers to offer bereavement counseling to family 

members of service personnel who had died while on active military duty, and to include 

active Reserve and National Guard personnel.   

Veteran Centers are financed by the federal government; therefore, funding can 

fluctuate, and in order to adhere to the needs of veterans, bills must be passed for 

additional funding to keep up with the growing needs of the veteran population.  In 2007, 

$20 million was added to the Veteran Administration budget to be earmarked for new 

hires in the Veteran Centers.  The Readjustment Counseling Service, which directs the 

Veteran Centers, did not receive this funding in time to hire staff, so the money went to 

updating computers and to purchasing vehicles to do more rural outreach.  Overall, this  
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did not help with the already overworked staff at Veteran Centers (Statement to Congress 

from Berger, 2008).  Thomas Berger who is Chairman of the National PTSD & 

Substance Abuse Committee for Vietnam Veterans of America (VVA), made the 

following remarks to the Committee on House Veterans Affairs Subcommittee on Health 

February 2008, 

VVA is frankly puzzled as well as frustrated by this inaction on the part of 
the most senior leadership of the Veterans Health Administration (VHA), as the 
Vet Centers are our forward aid stations in regard to suicide prevention, PTSD, 
and readjustment counseling needs of combat veterans of every generation, but 
particularly those returning home today from Iraq and Afghanistan.   

The Vet Centers are also the most studied of any VA program, and have 
consistently proved to be the most cost efficient, cost effective medical program 
operated by VA.  They by and large do great work, and they can serve the 
families as well.  However, they can’t do it unless VA will use some of the “new” 
additional funds to expand the size of the clinical staff of the Vet Centers.  (p.11) 
 
Veteran Centers are based within each of the communities they serve and are part 

of the U.S. Department of Veterans Affairs.  In 2009, 232 existing Veteran Centers were 

located in all 50 states and the District of Columbia, Guam, Puerto Rico, and the U.S. 

Virgin Islands.  Many of the centers are staffed by individuals with previous combat 

experience; the staff is usually small and consists of multidisciplinary teams.  The goal of 

these centers is to provide counseling, outreach, and referral services in order to help 

veterans readjust to civilian life after war.  More specifically, the Veteran Center services 

include individual readjustment counseling, referrals for benefits assistance, group 

readjustment counseling, liaison with community agencies, marital and family 

counseling, substance abuse information and referrals, job counseling and placement, 

sexual trauma counseling, and community education.   There is no cost for the services 

offered by the Veteran Centers (US State Dept of Veteran Affairs, 2008). 

Assisting veterans with obtaining benefits is no small feat.  The bureaucratic red  
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tape which veterans must maneuver through in order to obtain benefits they are entitled to 

can sometimes take many years and be extremely frustrating.  In congressional testimony 

made by Coleman (2007) to the Committee on House Veterans Affairs, Ms. Colman 

stated, 

Since the start of the Iraq war, the back-log of unanswered disability claims has 
grown from 325,000 to more than 600,000, with 800,000 new claims expected in 
each of the next two years.  On average, a veteran must wait almost six months to 
have a claim heard.  If a veteran loses and appeals a case, it usually takes almost 
two years to resolve. Moreover, a veteran applying for compensation for Post 
Traumatic Stress Disorder must submit a 26-page form, the key to which is a 
detailed essay on the specific moments when he or she experienced a terrifying 
event or series of incidents that caused mental illness to develop.  This is not easy 
because one of the symptoms of PTSD is for a person to try to block out any 
memory of that event… A veteran must also back that claim up with hard 
evidence that their PTSD is indeed “service connected,” in essence proving he or 
she was indeed in the place they said they were and that the terrifying incident did 
indeed occur.  If the veteran received a medal during the incident the job is easier.  
If not, the vet must track down their service records to see if any paperwork was 
generated as a result of the incident that caused the development of their injury.  
DoD paperwork is notoriously difficult to track down, if it exists in the first place. 
 
According to Frueh, Grubaugh, Elhai, and Buckley (2007), claims for PTSD are 

continually on the rise; they have increased 79.5% from 1999 to 2004.  The free 

assistance given to new veterans by the Veteran Centers can help greatly in reducing the 

stress of filing for these claims. 

Behavioral Theory 

 Behavioral therapy began in the 1950s as an alternative to psychoanalytic 

perspectives.  Behavioral therapy was derived from the theories of behaviorists.  Austin 

(1999), noted the following about the beliefs of behaviorists,  

Behaviorists believe individuals are born capable of ill or good and are products 
of their experience. Maladaptive behaviors are, therefore, learned behaviors.  
Individuals are considered the same as animals except human responses to stimuli 
are more complex and on a higher level of conceptualization. (p. 42) 
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Davidson and Neale (1994) reported the following explanation of this theory applied to  
 
counseling,  
 

In brief, behavior therapy is an attempt to change abnormal behavior, thoughts, 
and feelings by applying in a clinical context the methods used and the 
discoveries made by experimental psychologists in their study of both normal and 
abnormal behavior. (p. 555) 

 
 Four major areas of behavioral therapy exist: classical conditioning, operant 

conditioning, social learning theory, and cognitive behavior therapy.  Behavioral theory is 

grounded in a scientific view of human behavior that is based on a systematic and 

structured approach to counseling (Corey, 2001).  According to Corey (2001), there are 

seven recurrent themes that characterize behavior therapy advocated by Spiegler and 

Buevremont (1998). The themes are: (a) This therapy is based on the principles and 

procedures of the scientific method; (b) Behavior therapy deals with the client’s current 

problems and the factors influencing them; (c) Clients are expected to engage in specific 

actions in order to deal with their problems; (d) Behavior therapy is, as much as possible, 

carried out in the client’s natural environment; (e) Self-control is emphasized; (f) 

Behavioral procedures are designed to fit the needs of the individual client, and; (g) A 

collaborative partnership exists between the therapist and client.   

 Classical conditioning is based on the research of Ivan Pavlov.  Pavlov conducted 

experiments with animals to help treat individuals with phobias.    Further research was 

conducted by Joseph Wolpe and Arnold Lazarus.  Corey (2001) concluded that “An 

underlying characteristic of the work of these pioneers was the focus on experimental 

analysis and evaluation of therapeutic procedures” ( p. 257).  Wolpe helped to develop 

the therapeutic technique, systematic desensitization, which is based on classical  

conditioning and is used in counseling clients diagnosed with PTSD. 
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 Operant conditioning was developed by B. F. Skinner.  It began with the research 

of E. L. Thorndike.  Thorndike discovered the law of effect, which is the bond between 

stimulus and response that will be strengthened if a response, in the presence of a 

stimulus, is followed by something satisfying (Lilienfeld, Lynn, Namy, &Woolf, 2009).  

In this area, the assumption is that behavior can change when it is reinforced with 

something positive or negative. Positive reinforcement could be giving a child candy for 

cleaning his or her room, and an example of negative reinforcement could be ending a 

child’s time-out for bad behavior once he has stopped throwing a temper tantrum.   

 The modern aspects of behavioral therapy are social learning theory and cognitive 

behavior therapy.  The core belief with these approaches is that individuals are both the 

product and producers of their own environment.  It is the goal of behavior modification 

to increase an individual’s skill set so he or she has more options for responding to 

situations, thereby providing the individual with more freedom (Corey, 2001). 

 Albert Bandura (1977) developed the social learning approach.  In his 

description of the social learning approach, Corey (2001) stated, “Behavior is influenced 

by stimulus events, by external reinforcement, and by cognitive meditational processes”  

(p. 258).  It is the assumption of social learning theory that individuals are capable of 

self-directed behavior change. 

 Since the 1970s, Cognitive behavior therapy has been a major theory component 

for treatment.  The key figures associated with this approach include Albert Ellis and 

Aaron Beck (Corey, 2001, p. 259).   Cognitive behavioral therapy has a major emphasis 

on the clients’ thoughts that guide their behavior.   

 Albert Ellis (1959) developed rational-emotive therapy (RET).  Kring, Johnson, 
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Davison, and Neale (2009), reported the following about the main idea of RET, 

The principal thesis of Ellis’s rational-emotive therapy (RET) is that sustained 
emotional reactions are caused by internal sentences that individuals repeat to 
themselves, and these self-statements reflect sometimes unspoken assumptions -
irrational beliefs- about what is  beliefs through a rational examination of them. 
(p. 563) 
 

  Aaron Beck’s overall goal of cognitive therapy (CT) differs somewhat from 

Ellis’s RET.  Beck believed that many mental health disorders were the result of negative 

beliefs that individuals have about themselves, the world, and the future.  The goal of CT 

is to expose the clients to experiences that allow them to change their negative irrational 

beliefs into positive ones (Kring, Johnson, Davison, and Neale, 2009). 

Posttraumatic Stress Disorder Treatment 

           An abundance of treatment modalities have been used in the treatment of PTSD.  

Some of the more prominent studies include the implementation of cognitive behavioral 

therapy treatments, such as, exposure therapy, stress inoculation training, eye-movement 

desensitization, reprocessing and cognitive restructuring, narrative therapy and the use of 

drug therapy.  

  Cognitive behavioral therapy.  Cognitive Behavioral Therapy (CBT) is an 

encompassing term covering a broad range of therapeutic interventions designed to 

challenge and modify erroneous cognitions, as well as to reduce the intensity and 

frequency of distressing negative emotional reactions via exposure to safe but feared 

situations and objects, and it is designed to promote effective coping.  CBT usually 

involves 9 to 12 individual counseling sessions that last 60 to 90 minutes.  The 

counseling occurs once or twice a week, and between sessions, clients are often assigned  

homework in order to practice specific interventions.  The most frequently used CBT  
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interventions for PTSD are exposure therapy, stress inoculation training, eye movement 

desensitization and reprocessing, and cognitive restructuring.  These interventions are 

administered as standalone treatments or in combination with a more comprehensive 

treatment program (Cahill & Foa, 2007).  Cognitive behavioral interventions for chronic 

PTSD has been demonstrated in a number of different studies to be effective with various 

trauma populations (Koch, O’Neill, & Douglas, 2005).  Most therapists who work with 

combat veterans use some form of cognitive-behavioral therapy (Kennedy, December 7, 

2009).  A 2007 research study compared cognitive behavioral therapy for PTSD to 

present-centered therapy in women.  The study revealed those receiving cognitive 

behavioral therapy were most likely to no longer meet PTSD diagnostic criteria (Schnurr 

et al., 2007). 

Exposure therapy.  Exposure therapy is designed to help the individuals with 

PTSD confront things they fear such as thoughts, situations, objects, individuals, places, 

or activities that elicit anxiety or are avoided by the individual because they are perceived 

as dangerous, even though they are benign.  This therapy typically involves imagining 

exposure to a traumatic memory.  The goal of exposure therapy is to help the clients  

process traumatic memories and to correct erroneous cognitions about the world and self.  

Exposure therapy is typically used either alone or with other cognitive-behavioral 

procedures to challenge PTSD related irrational thoughts (Lombardo & Gray, 2005). 

In exposure therapy, clients are instructed to close their eyes and image whatever 

traumatic event they have endured that led them to PTSD.  They are instructed to imagine 

the experience as though it were happening in the present moment.  While they are  

imagining the trauma, they describe aloud what they remember, including detailed 
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descriptions of the sights, sounds, smells, tastes, and physical sensations.  They also 

describe their thoughts and emotional reactions that occurred during the trauma.  

Narratives of the trauma are repeated several times in the therapy session and recorded so 

patients may listen to them as daily homework. 

In exposure therapy, patients practice in vivo exposure to real stimuli that trigger 

traumas related to memories and distress.  They do this by identifying the individuals, 

places, situations, and activities that trigger the reactions of anxiety and avoidance 

because of the trauma.  Once these are identified, they are each evaluated for safety and 

for relevance to the client’s normal functioning.  The clients will repeatedly confront 

selected situations for prolonged periods of time until there is a significant reduction in 

their anxiety reaction to these triggers.  The clients will begin their in vivo exposure with 

triggers that are of moderate difficulty. As they succeed in dealing with moderate 

triggers, they will then advance to the more severe ones (Cahill & Foa, 2007).  

Virtual-reality therapy is adding a more realistic component to exposure therapy. 
 

  According to research by Maynard, (2007), the following is how this treatment began, 
 

Dr. Barbara Rothbaum pioneered virtual-reality therapy in the early 1990s when 
the technology was at the peak of its hype and nerds everywhere were developing 
virtual environments for all manner of uses.  Rothbaum founded Decatur-based 
company Virtually Better with Larry Hodges, then a Georgia Tech computer 
science professor, and together they worked to develop virtual-reality treatments 
for a variety of anxieties.  In a 2001 clinical trial for a Virtual Vietnam program, 
Rothbaum’s participants showed a 15 to 67 percent decrease in PTSD symptoms 
after six months.  (p. 58) 
 
A helmet is placed on the clients’ head which gives him or her a 360 degree view 

of a scenario that has been altered to fit the soldier’s experience.  He or she holds a video 

game style handset that allows control of his or her movement through the scene.  He or  

she stands or sits on a platform that is on top of speakers that provide the sensations of  
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the scene.  While the soldier is engaged in the scenes, his or her physical reactions are 

monitored, which allow the clinician to track the soldier’s reaction to therapy (Young, 

2007). 

Stress inoculation training.  Stress inoculation training (SIT) is the use of 

several techniques designed to manage stressful situations and problematic emotional 

reactions.  When SIT is used with PTSD clients, therapy consists of training the client in 

controlled breathing techniques, progressive muscle relaxation, guided positive imagery, 

thought stopping, and cognitive restructuring.  The assumption of SIT is that individuals 

differ in how they experience and express anxiety.  The goal of treatment is to match 

interventions with specific symptoms (Cahill & Foa, 2007).        

Cognitive restructuring.  Cognitive restructuring therapy is based on the idea 

that it is not the actual events of the trauma that causes problems in an individual’s 

emotional reactions, but an individual’s interpretation of those events.  Cognitive 

restructuring is designed to help clients identify and challenge their distorted cognitions 

and replace them with more helpful ones.  This is accomplished by systematically 

reviewing the evidence of a target belief and whether or not it is beneficial for an 

individual to retain those beliefs.  Cognitive restructuring pays close attention to any 

possible consequences for challenging situations (Cahill & Foa, 2007).  

An interesting 2010 study examined cognitive treatment for PTSD in Iraq war 

veterans and compared them with Vietnam war veterans receiving the same treatment.  

This study found that the Iraq war veterans displayed less severe PTSD following 

cognitive therapy then did the Vietnam war veterans receiving cognitive therapy  

(Chard, Schumm, Owens, & Cottingham, 2010). 
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Eye movement desensitization and reprocessing.  Francine Shapiro was a 

California psychologist in private practice.  In 1987, she was walking in the woods, 

preoccupied by a host of disturbing thoughts.  Shapiro noticed her anxiety lifted when she 

was moving her eyes back and forth while observing her surroundings.  This intrigued 

Shapiro, and she experimented with variants of this procedure while conducting therapy 

with her clients and found they too began to alleviate their anxiety when moving their 

eyes.  This is how Eye Movement Desensitization and Reprocessing (EMDR) originated.  

Shapiro initially published her study in 1989; afterward, EMDR became the focus of 

great attention in the treatment of PTSD (Lilienfeld & Arkowitz, 2007).   

Shapiro originated EMDR with the idea that trauma can disrupt the normal 

functioning of the information-processing system, which prevents recovery from PTSD 

symptoms.  Shapiro also believed the information-processing mechanism may be 

activated when attention is elicited by or focused on external cues such as tracking the 

therapist’s fingers.  She further speculated that simultaneous focus on traumatic memory 

may cause the activated system to process the dysfunctionally stored material (Shapiro, 

2001). 

There are two major components of eye movement desensitization and 

reprocessing (EMDR). The first one is imaginable exposure to trauma-related thoughts, 

images, and memories or desensitization.  The second major component is a form of 

cognitive restructuring called reprocessing.  What is unique to EMDR is that the therapist 

induces a series of rapid left-to-right eye movements with the clients.  This is done by 

instructing the client to follow the therapist’s hand as it moves back and forth across the  

client’s line of sight during the desensitization and reprocessing.  This can be  
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accomplished in other ways. One is to replace eye movements with one of several other 

possible forms of lateral alteration, such as having the patient tap alternately his or her 

left and then right hand, or the therapist may present auditory stimuli alternately on the 

left and right side of the client (Cahill & Foa, 2007). 

Proponents of EMDR have an array of explanations for the apparent effectiveness 

of this treatment: distraction, relaxation, synchronization of the brain’s two hemispheres, 

and simulation of the eye movements of rapid eye movement (REM) sleep are some of 

their explanations (Lilienfeld & Arkowitz, 2007).  Some proponents of EMDR have 

called it a miracle cure and paradigm shift in the treatment of anxiety.  The EMDR 

International Association of Clinicians is a group of mental health professionals 

dedicated to promoting the technique of EMDR. The EMDR International Association of 

Clinicians estimates that EMDR has been administered to approximately two million 

clients.   Some proponents of EMDR claim that it is as effective in treating trauma as 

cognitive-behavioral therapies, this assumption is based on past studies, many involving 

Vietnam veterans (Zimmermann, Biesold, Barre, & Lanczik, 2007). 

Multimodal Therapy.  Multimodal therapy emerged from a theorist’s frustrations in the 

limitations of cognitive behavioral therapy.  This theorist was Arnold Lazarus.  He believed that  

people are a composite of seven different dimensions they are, (1) behavior, (2) affective 

processes, (3) sensations, (4) images, (5) cognitions, (6) interpersonal relationships, and (7) 

biological functions.  In keeping with this view, Lazarus believed effective therapy should 

address problems in each of these areas, and techniques from all theories can be used to treat the 

pending problems. (Davidson & Neale, 1994).  Corey, (2001),  stated the following regarding 

multimodal therapy: 
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It is an open system that encourages technical eclecticism.  New techniques are 
constantly being introduced and existing techniques are refined, but they are never used 
in a shotgun manner.  Multimodal therapists take great pains not to try to fit the client to a 
predetermined treatment.  Instead, they make a careful attempt to determine precisely 
what relationship and what treatment strategies will work best with each client and under 
which particular circumstances.  The underlying assumption of this approach is that 
because individuals are troubled by a variety of specific problems it is appropriate that a 
multitude of treatment strategies be used in bringing about change. (p. 276)  

 
Multimodal therapists are flexible in their relationship with the client.  They use different 

styles in relating to the client depending on the needs of the client.  The main principle of 

multimodal therapy is that all treatments are individually tailored to the needs of that particular 

client. Even though the therapists use a variety of techniques, this doesn’t mean that they 

subscribe to a variety to treatment theories.  Multimodal therapists use a Multimodal Life History 

Inventory to assess clients in each of the seven areas; this questionnaire assists the therapists in 

determining the appropriate course of treatment.       

            Narrative therapy.  Trauma can affect an individual’s cohesive sense of past, 

present, and future, a phenomenon known as the personal narrative (Cohler, 1982).  

“Narrative therapy offers the patient an opportunity to revise his or her personal narrative 

to incorporate the trauma and its future implications in a way that promotes a sense of 

coherence, coping and adaptation” (Borden, 1992, p. 136).  Additionally,  

Narrative intervention is modeled after the activities engaged in by those 
individuals who demonstrate particularly strong resilience during and after a 
traumatic event: Connection with others in a meaningful activity, engaging in 
rituals, creating and attributing meaning to symbols that represent a positive 
aspect of surveying the experience, thinking about core human themes such as 
good and bad, life and death, expressing these themes in deeply personal and 
idiosyncratic ways.  These are the natural and automatic expressions of 
individuals struck by tragedy. (Petersen, Bull, & Propst, 2005, p. 43) 

    
In using narrative therapy, the patient tells his or her story while examining the 

roots of that story.  He or she seeks aspects of the story that may have previously been 

overlooked.  The client incorporates new aspects of the story and how these aspects 
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change the meaning attributed to different events.  The new meanings are examined with 

self-image, priorities, and relationships in mind.  The patient also finds an appreciative 

audience for his or her new growth, (White, 1998). 

   When a client tells his or her story in a therapeutic manner, trying to focus on all 

things, not just the pain of the experience, this can allow for a more complete story that 

enhances self-appraisals and self-image.  It is also easier to integrate a more complete 

picture into one’s life in a meaningful way.  Engaging in telling the story desensitizes 

clients to cues that trigger anxiety and facilitate processing.   

Drug therapy for PTSD.  Recent research has been directed toward developing 

more effective treatments for PTSD.  Vollenweider and Kometer (2010) report that after 

a 40 year pause, their has been a renewed interest in research into understanding the 

effects and potential uses of psychedelic drugs for treating various psychiatric disorders, 

including PTSD. In the research of psychedelic drugs. Pharmaceutical firms are seeking 

medications that will restore balance to the brain systems that have been altered by 

trauma.  Some medications have already been developed that relieve some of the 

symptoms of PTSD.  Clonidine and propranolol are two drugs that have been useful for 

other disorders where an excess of adrenaline exists.  Studies show that medications are 

not the sole treatment for PTSD, but many PTSD patients are so anxious that they cannot 

participate in therapy.  Medications can subdue symptoms of PTSD enough to allow 

patients to participate in psychotherapy.  Studies have also shown that medication can 

help PTSD sufferers delete  

the symptoms of anxiousness and nightmares, yet the symptoms of alienation, emotional 

numbness, and guilt can best be helped by psychotherapy (Goleman, 1992). 
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Serotonin reuptake inhibitors also are being used to treat combat veterans with 

PTSD.  “Despite earlier pessimistic outcomes, increasing evidence supports the 

effectiveness of selective serotonin reuptake inhibitors (SSRI’s) and monoamine oxidase 

inhibitors (MAOI’s) in reducing PTSD symptomatology” (Koch, O’Neill, & Douglas 

(2005).  This type of medication allows the recipient to have more time to think before 

acting, particularly in anger.  It also shortens the duration of anger.  Koch, O’Neill, and 

Douglas (2005) reported that a greater self-mastery of anger leads to an increase in self-

respect and relief from a sense of humiliation.  This medication also has a direct 

antidepressant effect.  Miller and Walling (2007) reported that Venlafaxine, which is a 

serotonin and norepinephrine reuptake inhibitor, was found to significantly reduce 

symptoms of PTSD.  It was also shown to reduce re-experiencing and 

avoidance/numbing symptoms.  The remission rate for Venlafaxine was also greatly 

reduced (Miller & Walling, 2007).    

Beta-blockers are another family of drugs currently being used to treat symptoms 

of PTSD.  These medications break the mind-body vicious cycle in rage reactions by 

blocking the body effects of adrenalin.  When adrenalin is rushing, it is impossible for 

most combat PTSD sufferers to then think clearly and to consider noncombat possibilities 

in situations.  By blocking the adrenalin effect on the body, the mind is able to consider 

choices of action that are more appropriate to the situation.  Szalavitz (2006) also 

suggests that morphine given to patients immediately following a traumatic event may 

lessen the symptoms of PTSD, and that undertreatment of pain could lead to greater rates 

of PTSD.  Morphine has recently gained attention in preventing PTSD.  A 2010 research 

study reported that participants who had received morphine were protected against the  
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development of PTSD.  The participants of this study were injured combat veterans 

(Holbrook et al., 2010). 

One symptom of PTSD that is being targeted with medication is sleep 

disturbances, which are very common in people diagnosed with PTSD.  Griffth (2005) 

indicated that the drug Prazosin, designed to reduce excessive brain noradrenergic 

activity and typically used to treat patients with hypertension, is having a positive effect 

relieving sleep disturbances.   Griffth (2005) conducted a case study using Prazosin with 

results of excellent sleep, and no nightmares.  Griffth (2005), concluded, “Prazosin 

should be considered in the treatment of the otherwise healthy patient with PTSD, if other 

standard treatments such as cognitive therapy and SSRIs have failed to relieved the sleep 

disturbance.” (p. 758). 

Future Research in Posttraumatic Stress Disorder 

Currently research is being conducted by the Department of Veterans Affairs in 

an effort to unravel the mysteries of PTSD. It is the aim of the research to develop 

treatments that are more effective.  The Department of Veterans Affairs has networked 

researchers at several Veterans Administration medical centers.  One is the Clinical 

Neuroscience Division located in West Haven, Connecticut.  That center is devoted to 

studying the biology and psychopharmacology of the aftermath of trauma (Goleman, 

1992). The Veterans Administration also has two new medical facilities known as the 

War-Related Illness and Injury Study Centers that have been established to research the 

health consequences of combat, including PTSD.  One is in East Orange, New Jersey, 

and the other site is in Washington, D.C. (Keating, 2003).  

Advancements in neuroimaging technology should assist in future research on 
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PTSD.  Neumeister (2006) reported, 

Ultimately, neuronal circuits are not independently operating mechanisms, with 
each translating into one specific behavioral phenomenon.  Rather, they work in 
conjunction with multiple pathways and neurotransmitter systems.  Thus, utilizing 
various neuroimaging techniques is useful in identifying regions of altered 
activity and may contribute to understanding the underlying pathophysiology of 
PTSD. (p. 50) 
 
Synchronous neural interactions test the functional interactions among neural 

populations derived from a type of neuroimaging called magnetoencephalography.  These 

findings can classify differences in brain functioning of individuals with PTSD.  This 

technique has the potential for assessing and monitoring effects of therapy (Georgopoulos 

et al., 2010). 

According to Yehuda (2003), the next research challenge will be to determine for 

whom the risk factors are the greatest.  Yehuda concluded that further examination is 

needed in the area of diagnosis, and arbitrary levels of symptoms needed for diagnosis 

should be reexamined.  

Another area of future research interest is in PTSD prevention.  A review of 

investigations of PTSD prevention programs was conducted by Feldner, Monson, and 

Friedman, (2007).  These researchers concluded, “Although efforts to prevent 

posttraumatic stress disorder (PTSD) have met with relatively limited success, 

theoretically driven preventive approaches with promising efficacy are emerging.” (p. 

80). This article continued to consider directions for implementing future research into 

existing prevention programs to refine protocols as well as to examine numerous other 

approaches in this domain. 

Flouri (2005) suggested another course of research, 
 
Future research might benefit from investigating factors that may protect people  
who have been exposed to an event, likely to be traumatic, from presenting with 
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the PTSD symptoms, and from factors that may affect the longitudinal course of 
PTSD and treatment effectiveness. (p. 377). 
 
Research conducted by Fischer, and Amy (2008) on the effects of international 

terrorism on mental health, suggested that the effects of international terrorism should be 

considered as an important area of research in interpersonal violence and trauma. 

In an article written by Lemonick, and Cray (2007), they concluded that future 

research be conducted in the area of memory and PTSD.  The authors reported that 

Michael Davis is conducting research in this area when they wrote,  

Other researchers are looking at PTSD as well.  Michael Davis, a professor of 
psychiatry at Emory University in Atlanta, is about to launch a study of at least 
120 soldiers returning from Iraq to see whether a compound called D-cycloserine 
could help  prevent PTSD.  This compound activates a protein that helps the mind 
form new, less emotional associations with the original trauma, letting patients 
tolerate the memory better.  Studies in rats and humans have shown that it can 
work. (p.104) 
 
 In summary the available literature regarding the components of PTSD is 

abundant.  Many aspects appear to have been researched in full, including history, 

clinical features of the disorder, and why some individuals are susceptible to PTSD while 

others are not.  There is also in-depth material available regarding the biological 

responses and effects of PTSD.  The depth of this research is beneficial in providing 

background information for the study reported herein as well as providing an excellent 

foundation of literature from which to focus research.  
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Chapter III 

Methodology 

This study was designed to examine the impact various treatment modalities 

received from Veteran Centers have had on the Vietnam combat veterans who are 

suffering from posttraumatic stress disorder (PTSD).  This study is based on the 

phenomenological perspective of the veterans.  The prevalence of PTSD in combat 

veterans has been significant for decades, and as U.S. involvement in combat increases, 

there is likely to be a new influx of PTSD diagnoses among veterans.  Accordingly, 

counselors treating these veterans diagnosed with PTSD are in great need of information 

on which treatment modalities are the most effective with veterans who have PTSD, 

based on the perceptions of the veterans. 

Grounded Theory 

The theory on which this study is based is grounded theory.  Grounded theory 

began in 1967 with the publication of the book The Discovery of Grounded Theory, by 

Glaser and Strauss (1967).  These men, working in the professional arenas of sociology 

and nursing, were looking for an alternative to the research practice of testing hypotheses 

to prove existing theories. These researchers developed a way to develop new theories 

from collected data.  Glesne (1999) reported, “In The Discovery of Grounded Theory, 

they proposed an inductive strategy whereby the researcher discovers concepts and 

hypotheses through constant comparative analysis.  They advocate theory generation 

through inquiry, and call the results grounded theory” (p. 22).  “Grounded theorists argue 

that theories should be developed from the data collected in the field.  Unlike quantitative 

researchers, grounded theorists neither test existing theory nor try to fit their data into 
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preconceived concepts” (Heppner & Heppner, 2004, p. 148).  In doing 

this Glaser and Strauss (1967) began to direct research away from a few theories based 

on the thinking of a limited number of famous theorists, and steer it toward theories that 

were grounded in real data.  Grounded theory is widely used in many different disciplines 

using qualitative research, including education, counseling, and nursing (Johnson & 

Christensen, 2007).  The goal of this researcher using grounded theory is the construction 

of a grounded theory by inductively deriving concepts generated directly from the data 

collected in the study.  Researchers Strauss and Corbin (1990) wrote, “One does not 

begin with a theory, then prove it.  Rather, one begins with an area of study, and what is 

relevant to that area is allowed to emerge” (p. 23).   

According to Heppner and Heppner (2004) “The hallmark of grounded theory 

research is constant comparative method” (p. 150).  The constant comparative method is 

used throughout this study.  There are various ways to conduct a constant comparative 

analysis, “Since this is an inductive and intuitive process, there are no simple procedures 

or techniques for this kind of analysis” (Taylor & Bogdan, 1998, p. 156).  In this study, I 

used coding to analyze the collected data into relevant themes and concepts.  “By 

comparing different pieces of data you refine and tighten up your ideas and gradually 

move to a higher level of  conceptualization” (p. 156.).  From these themes and concepts, 

the theory of my research emerged thus allowing the research to be grounded in the 

empirical data collected. 

Research Questions 

This study was guided by the primary research question,  “How do Vietnam 

combat veterans with PTSD perceive the effects of various treatments received from 
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Veteran Centers on their mental health?”  

Rationale 

For this research, I selected a qualitative study as opposed to a quantitative study 

because qualitative research examines the meaning behind various actions, events, and 

individuals (Denzin & Lincoln, 2005).  Qualitative research lends itself to providing 

researchers an understanding of the perceptions of others and to explore what meanings 

individuals give to things in their lives (Berg, 2001).  This study focuses on gaining a 

better understanding of how Vietnam combat veterans perceive their PTSD treatment 

outcomes provided by Veterans Centers.    

I conducted in-depth interviews with Vietnam combat veterans who have been 

diagnosed with PTSD with the purpose of gaining additional knowledge concerning how 

they believe their treatment from Veteran Centers has impacted their mental health.  

Taylor and Bogdan (1998) wrote that in-depth interviewing is especially well-suited 

when the research interests are relatively clear and well-defined.  They also concluded 

that research interests in qualitative research are usually broad and open-ended.  This 

design allowed the researcher to fully understand the connection between the treatments 

received from Veteran Centers by Vietnam veterans diagnosed with PTSD to their mental 

health as stated from their own point of view. 

There are advantages and disadvantages in conducting in-depth interviews, as 

reported by Taylor and Bogdan (1998), who wrote: “It is also important to point out the 

limitations of interviewing.  First, individuals say and do different things in different 

situations.  Since the interview is a particular kind of situation, you cannot assume that 

what an individual says during an interview is what that individual believes or will say or 
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do in other situations” (p. 91).  Another disadvantage is in the time it took to conduct in- 

depth interviews.  However, despite the disadvantages, there is a great advantage of this 

design in the flexibility of the interviewer to follow the interviewees’ reports to where 

their particular experiences might lead.   

Context of the Study 

The researcher selected a Veteran Center in the Southwest United States as the 

site of the study because this is where veterans go to receive counseling, help with 

benefits, and to spend social time with other veterans.  Because many veterans frequent 

Veteran Centers, they already feel comfortable and safe in that environment.  Taylor and 

Bogdan (1998), concluded: 

We emphasize the importance of the in-depth interviewing, getting to know 
individuals well enough to understand what they mean, and creating an 
atmosphere in which they are likely to talk freely.  In addition, we always 
recommend that interviewers try to spend time with individuals ‘on their own 
turf’ as they go about their day-to-day lives. (p. 92) 
   

This particular facility has private offices and meeting rooms where the interviews were 

conducted in a private setting. 

In conducting this study at the site of the Lubbock Area Veteran Center, I believe 

this enabled the participants to be comfortable and feel safe in a way that enabled them to 

respond fully to the research questions.  This setting made for more in-depth and honest 

transparent results from the interviews. 

Data Sources 

I employed several sources for data gathering in conducting this study.  The 

primary source was the individual interviews.  Another major source was the published 

literature.  The final source was the researcher’s observations within the context of the  
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qualitative study. 

Participants were posed with research questions during the individual interviews.  

The answers were recorded, and follow-up questions were given when any clarification 

was needed in their statements.  The literature review gave background information that 

is needed to better understand the context of the mental health issues faced by the 

participants.  

The finial source of data collection was in the form of my observations during the 

interviews.  This is an important aspect of the data collection because it allows for 

identification of any discrepancy between what a participant is saying and what he or she 

may be feeling as indicated by body language.  One potential risk factor in this type of 

observation is that it may not always account for personal habits or quirks of the 

individual.  

The participants were chosen by combining two forms of sampling, convenience 

samples and purposive sampling.  Convenience samples rely on available subjects.  One 

issue to be considered in convenience sampling is that a researcher may be interested in 

studying the characteristics or processes that the readily available sample cannot provide.  

The benefit of this type of sampling is that it can provide information on research 

questions quickly.     

Purposive sampling utilizes a small sample that meets specific criteria established 

to best answer the qualitative research questions; this differs from quantitative research 

where the primary goal is to represent the general population (Silverman, 2001).  Because 

qualitative researchers use a small number of participants, it is more likely that bias will 

occur.   
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According to Berg (2001): 

When developing a purposive (judgmental sampling) sample, researchers use 
their special knowledge or expertise about some group to select subjects who 
represent this population.  In some instances, purposive samples are selected after 
field investigations on some group in order to ensure that certain types of 
individuals or individuals displaying certain attributes are included in the study.  
Despite some serious limitations (for instance, the lack of wide generalizability), 
purposive samples are occasionally used by researchers. (p. 36) 
 

All participants in this study were selected on a volunteer basis.  Taylor and Bogdan 

(1998) wrote the following about selecting participants: 

Although all individuals have one good story to tell, their own, some individuals 
have better stories and make better research partners for the purpose of 
constructing a life history.  Obviously, it is essential that an individual have the 
time to devote to the interviewing.  Another important consideration is 
individuals’ willingness and ability to talk about experiences and articulate 
feelings.  Individuals simply do not have equal ability to provide detailed 
accounts of what they have been through and what they feel about it. (p. 94) 
 
This study was conducted with the participation of combat veterans who have 

returned home from the Vietnam War.  The participants were selected by a variety of 

criteria, one being logistic reasons, namely that they must reside in the Southwest United 

States.  All participants must have been previously diagnosed with PTSD due to combat 

experiences by a medical physician or a licensed psychologist and have received 

treatment from a Veteran Center.  Another criterion is that all participants had to be 

willing and able to discuss their experiences regarding their perception of treatment for 

PTSD and its effect on their mental health.   

Because Veteran Centers provide only outpatient counseling, all participants 

involved in this study had received outpatient treatment.  The specific demographic 

information varied for each participant.  This study focused on Vietnam War veterans, 

therefore, most participants were between the ages of 50 and 75, (dependent upon when  
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they served and how old they were at the time of their military service).  Because the 

majority of soldiers in the Vietnam War were men, the majority of the participants in this 

study were men.  In keeping with a true reflection of the clients of  Veteran Centers, all 

participants were non-career military enlisted personal as opposed to officers because the 

majority of officers seek private treatment for any mental health concerns.   As 

mentioned previously, all participants in this study reside locally in the Southwest region 

of the United States, but the birthplace and childhood origin of each participant varies.  

The race, religion, education, and socioeconomic status of participants varied per 

individual. 

In accordance with the Belmont Report’s section on selection of human subjects, 

which is devoted to fair procedures and outcomes in the selection of research subjects, all 

precautions were taken in order to ensure that individual and social justice were 

maintained while selecting participants. Individual justice requires that all researchers 

exhibit fairness while selecting participants. In order to conform to social justice 

principles, I have previously listed the criteria and preferences that guided the procedure 

for selecting participants.        

I contacted the team leader of the Lubbock Area Veterans Center.  A copy of the 

initial letter can be found in the appendix (see Appendix A).  The initial contact was to 

introduce the study and elicit cooperation in notifying potential participants of the nature 

of this study.  The team leader was very helpful and showed great interest in the study.  

He posted a flyer on the bulletin board at the Veteran Center, that I have included (see 

Appendix B).  The participant flyer informed potential participants about the study and 

asked for volunteers who met the criteria previously listed.  The response was very 

54 



  Texas Tech University, Heather C. West, December 2010     

positive, and several potential participants contacted me with interest in participating in 

the study. 

Initial interviews were conducted with volunteers in order to discern which 

participants would be forthcoming in revealing the impact of their experiences.  This 

initial interview was also essential to gather basic information about the participants and 

to establish positive rapport between the researcher and participant.   

  Once the initial interviews were concluded, I used the previously mentioned 

criteria to select eight volunteers to become participants for in-depth interviews.   The 

reasoning behind  choosing eight participants was from reviewing eight other random 

qualitative research studies and averaging the number of participants that other 

researchers had chosen for their studies.  The following research studies were reviewed:   

Doctors’ experiences of work related moral problems: responsibility without clear 

boundaries by Arnam (2004) which had 14 participants.  A case study and framing 

analysis of the 2008 Salmonella outbreak by Irlbeck (2009) which had 12 participants.  

Living with a child with a severe oralfacial handicap: experiences from the perspectives 

of parents (Trulasson & Klingberg, 2002) had 14 participants.  Comparative examination 

of the potential therapeutic effects of wilderness recreation in Swedish Lapland and the 

Scottish Highlands by Taylor (2008) had four participants.  Eating Disorders:  A multiple 

case investigation of the internet e-mail correspondence of women’s lived experiences by  

Collins (1999) had four participants.  Life review and Reminiscence group therapy 

among senior adults by Collins (2006) had 10 participants.  Changing Worlds:  Jewish 

Women in Lubbock, Texas by Bradley Inselbery (1982) had 10 participants.  Meth use 

and attitudes of freshmen at a West Texas  
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College by Gross Irlbeck (2009) had three participants. 

The participants in this present study are representative of veterans from other 

areas because they share the commonality of having served in combat in the Vietnam 

War.  Yet, the global aspects of this research may be limited because all participants 

reside in one general location. 

Ethical Considerations 

Steps were taken to avoid any sense of ethical impropriety. I submitted all proper 

applications and information to the human subjects review board at Texas Tech 

University and did not proceed with any research until the time this was approved by the 

review board (see Appendix C).  All potential participants were given complete 

information to assure full knowledge of the objectives of the study were understood.  

Each participant was required to read and sign consent forms (see Appendix D).  All 

research was conducted on a volunteer basis; there were no consequences for those who 

did not choose to participant or who decide to withdraw during the study activation. 

All guidelines presented by The Office of Human Subject Research Protection 

(OHSRP), a division of the United States Department of Health and Human Services, 

regarding informed consent were adhered to.  Attached to this dissertation is the proposed 

informed consent form used for this research study (see Appendix C).  This form contains 

information required by the OHSRP such as letting the participant know the purpose of 

the study, what is required from the participants, warning of any potential risks, 

explanation of how confidentiality will be handled, as well as the rights of the 

participants.  

Participants were informed that if, in the course of conveying aspects of their 
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experiences and treatment, participants’ mental health concerns arose that need 

immediate attention, the participant would be referred back to his or her treatment 

provider.  A participant who is not currently in treatment would be referred to one of 

three specialists for treatment.  In all instances the welfare of the participant was 

paramount, and thus no participant would be denied or withheld necessary treatment.  

The anonymity of each participant was protected at all times throughout the research and 

in the written submission of the data and results. 

I proceeded with the knowledge that if circumstances arose for which I had not 

accounted, and if circumstances lent themselves to moments of ethical decision making, I 

would proceed in a professional and ethical manner, always adhering to the ACA Code of 

Ethics (2005).  The welfare of the individual was of paramount importance and 

superseded the research agenda.  

Data Collection Methods 

Data were collected using semi-structured, in-depth interviews. I decided to use 

the interview for data gathering because it will allowed for appropriate data for this type 

of study.  “Particularly when investigators are interested in understanding the perceptions 

of participants or learning how participants come to attach certain meaning to phenomena 

or events, interviewing provides a useful means of access” (Taylor & Bogdan, 1998, p. 

98).  Qualitative interviewing allows a researcher to enter into the inner world of another 

individual and to gain an understanding of that individual’s perspective (Patton, 1987).  

As researcher, I elected to conduct in-depth interviewing as the main means of data 

collection because after extensive research, I found this style to be most beneficial for 

answering my research question.  The goal of this study was to gain an understanding of  

57 



  Texas Tech University, Heather C. West, December 2010     

the participants’ perspectives.  In order to achieve this, it was best to allow the 

participants a forum to discuss their experiences.  Taylor and Bogdan (1998), made the 

following explanation concerning qualitative interviewing: 

Qualitative interviewing has been referred to as nondirective, unstructured, 
nonstandardized, and open-ended interviewing.  We use the phrase in-depth 
interviewing to refer to this qualitative research method.  By in-depth qualitative 
interviewing, we mean repeated face to face encounters between the researcher 
and informant directed toward understanding informants’ perspectives on their 
lives, experiences, or situations as expressed in their own words.  The in-depth 
interview is modeled after a conversation between equals rather than a formal 
question and answer exchange.  Far from being an impersonal data collector, the 
interviewer, and not an interview schedule or protocol, is the research tool.  The 
role entails not merely obtaining answers, but learning what questions to ask and 
how to ask them. (p. 88)  

 
The interview questions that were asked of each participant are the following: 

1. Please describe the treatments you have received for posttraumatic stress disorder 

from Veteran Centers. 

2. What results did you experience from these treatments? 

3. What results have you experienced from the medications you have taken for 

PTSD? 

4. As a veteran, what needs do you still have that could be addressed by the Veteran 

Centers?   

Questions were designed by examining the research question and formulating 

interview questions that would best provide needed data to answer the primary research 

question.   Following his research analysis, Berg (2004) concluded the following about 

the content of interview questions, “The researcher must take into consideration the 

central aims and focuses of their studies” (p. 85).  The order of the interview question 

had been established in a sequence that helped the participant respond in a natural  
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sequential order.  Development of the interview questions was just the beginning of 

preparations for the interviews. 

There was a great deal of work that had to be completed before an interview could 

occur.  First scheduling and setting length were completed. The second issue was 

deciding on a location.  The third area was question preparation, prompts, and probes to 

use when greater clarity or depth was needed from the participant and preparing for 

follow-up questions that emerged from the information provided by the participants.  A 

fourth concern was how I as researcher conducted myself and dressed in order to build 

rapport.  The fifth area was preparing my notebook and setting up the taping devices.  

   In scheduling the interviews, I worked around the schedules of the participants as 

much as possible, thereby, allowing the interviews to occur when it was convenient to the 

participant. The location of the interviews was the Lubbock Area Veterans Center.  In my 

role as researcher, I chose this location because the participants are comfortable at the 

Lubbock Area Veteran Center, and it offered enough room and privacy for the 

interviews.  As researcher, I scheduled the initial interview for 20 minutes, and the 

individual and follow-up interviews were scheduled for one hour each.  This allowed 

enough time for the interviews without going too long and exhausting the participants 

(Glesne, 2006, p. 88).  

Initial interviews.  Initial interviews with potential participants  consisted of 

gathering basic information on who the participant is, information about his or her 

diagnosis and treatment, and their capabilities for and willingness to participate in this 

study.   During the initial interview, I attempted to establish a tone of partnership with the 

prospective participant.  Hoping that the participants would be transparent and open in 
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communicating their perspective and experiences, it was necessary that I gain their trust 

and built positive rapport.  Some of the important issues that were addressed were my 

motives and intentions, maintaining their anonymity, the logistics for future interviews, 

and informing the potential participants that they would have the opportunity to read and 

comment on the transcripts and research.  Once selected, the participants were provided 

with an explanation of the study in written format and asked to give informed consent to 

participate.   Informed consent was obtained prior to conducting the next interviews. 

Once participants arrived, I conducted informal conversations with them for a few 

minutes and informed them that I had successfully completed an internship at a Veteran 

Center. This resulted in the participants being more comfortable and trusting of me. 

Throughout the course of the interviews, I relied heavily on my trained skills as a 

counselor to maintain rapport, encouraging participant participation, and implemented 

active listening skills so the participants felt that I was interested in what they had to say.  

Individual interviews. The participants engaged in individual interviews using 

the structure of preset open-ended interview questions, while simultaneously maintaining 

flexibility to veer into different areas that the participant deemed relevant to this study.  

This specific method for in-depth interviewing is known as a semistandardized interview.  

According to Berg (2004), a semistandard interview is: 

located somewhere between the extremes of the completely standardized and the 
completely un-standardized interviewing structures.  This type of interview 
involves the implementation of a number of predetermined questions and special 
topics.  These questions are typically asked of each interviewee in a systematic 
and consistent order, but the interviewers are allowed freedom to digress; thus, the 
interviewers are permitted (in fact, expected) to probe far beyond the answers to 
their prepared standardized questions. (pp. 80-81)  
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 Within qualitative interviewing, there are several different types of interviews.  

As researcher, I chose to conduct semistandardized interviews because these are most 

beneficial for gathering the type of data that are needed in this study. 

The characteristics of a standardized, open-ended interview required that I 

determine the wording and sequence of the open-ended questions in advance.  All of the 

participants were asked the identical questions in the identical order.  This sequence  

provided for an excellent data collection method because the participants were all 

answering the identical questions. Therefore, it was easier to compare their responses.  

This made it easier to organize and analyze the data. Two challenges for choosing this 

form of interview style are that it does not allow for much flexibility for me when I was 

relating to the participants, and that it was somewhat constricting and limiting in the 

naturalness of asking questions when they were standardized (Patton, 1987). 

The strength of using individual interviews is the flexibility that was provided in 

allowing the participant to set the direction of the interview.  It was with the purpose that 

each participant would continue with a complete explanation of their experiences once 

they begin to disclose information.   One of the weaknesses encountered is that the 

directional focus taken by the participant was not always relevant to this study.  Another 

weakness of this form of data collection resulted from the amount of time it took to 

conduct all of the interviews as well as the time consumed in analyzing the vast amount 

of data collected. One problem with this form of data collection is the possibility of the 

individual participants embellishing their personal story to appear more important to the 

researcher.  Also, some participants may have withheld information for fear of 

embarrassment. 
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Throughout the interview, in my role as researcher, I relied on my skills in order 

to make this experience more productive.  Research (Taylor & Bogdon, 1998) notes 

certain attributes that make for a good interviewer, and in some instances, many of these 

same attributes can be found in a successful counselor.  One attribute is the ability to look 

ahead and anticipate how to presents myself to this particular audience.  Another is a 

natural curiosity to learn what the participant has to say and avoiding persuading the 

participant to focus on how to view a particular issue.  Attentive listening and patient 

probing are also attributes of a good counselor that were very useful in the role of 

interviewer.  I used attentive listening skills such as eye contact and nodding to let the 

participants know that I was listening. I used gentle probes such as tell me more about . . . 

and I’m wondering about . . . to help the participants further explain themselves and, in 

keeping with counseling skills, I also understood how to build rapport with the 

participants. Further, I was cognizant of my mannerisms.  Although my goal was to gain 

data from the participants, if my approach was threatening in any way, that would have 

had an opposite effect. Instead, it was my purpose to convey that I was doing this study 

because I have a deep concern for what they have experienced, and I was truly grateful 

for their assistance in my research.  I was aware of the differentiation of power between 

an interviewee and interviewer.  To alleviate some of this, I dressed casually, although I 

still remained professional. I attempted to build rapport by making informal conversation 

before the interview to alleviate any tension in the room. 

Finial interviews, observation notes and interview journals.  The third and 

final interview used follow-up questions that were needed for clarification of the 

statements given by participants during the previous semistructured interviews.  
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Throughout the interviews, I made notes on the body language and demeanor of the 

participants and included my thoughts or observations that seem relevant.  These notes 

were kept in a separate note pad, and the data collected by observation were added to the 

data collected throughout the previous interviews; analysis was conducted on all data.  

All interviews were recorded and transcribed immediately following the interview.  I 

simultaneously made field notes as to the participants’ appearance and body language.  I 

maintained an interviewer’s journal throughout the research process.  This procedure was 

suggested through research by Taylor and Bogdon (1998) as follows: 

 It is a good idea to maintain a detailed journal during your interviewing. The 
interviewer’s journal can serve several purposes.  First of all, the journal should 
contain an outline of topics discussed in each interview.  This will help you to 
keep track of what has already been covered in the interviewing and to go back to 
specific conversations when you want to follow up on something that the 
informant has said.  Second, the journal takes the place of observer’s comments 
recorded in participant observation field notes.  Like the observer, you should 
make note of emerging themes, interpretations, hunches, and striking gestures and 
nonverbal expressional essential to understanding the meaning of an individual’s 
words. (p. 115)   
 

Data Management and Analysis 

The amount of data collected for this research was vast; there were many 

interviews that were conducted as well as a large amount of field notes taken during the 

interviews.  In order to manage all the data, I used a computer program entitled NVIVO 

9, which is an updated version of the Nudist program that has been widely used in 

qualitative research for many years. 

          Researchers (Richards & Richards, 1987) suggested that the use of computers is 

beneficial to manage data as well as analyze data.    According to Richards and Richards 

(1987), computers easily offer assistance in the management of complex data.  

Computers also, with more difficulty, can be used in the discovery and management of  
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unrecognized ideas and concepts, and the construction and exploration of explanatory 

links between the data and emergent ideas, to make fabrics of argument and 

understanding around them.  Richards and Richards (1987) stated that these processes 

involve the recognition of categories in the data, generation of ideas about them, and  

exploration of meanings in the data.  Because the categories and meanings are found in 

 the text or data record, this process demands data management methods that support 

insight and discovery, encourage recognition and development of categories, and store 

them and their links with data.  

The time frame that I as primary researcher designated for the management of the 

data was to conduct selection interviews with my potential participants upon approval of 

my study by the Human Subjects Committee of Texas Tech University.  The initial 

interviews and selection process took approximately two weeks.  The data gathered from 

participants at that point consisted of basic information about the participants and some 

vague background information; that information was immediately transcribed and placed 

into the computer program  to allow for organization of the participants’ information.   

The next set of data that was gathered for this study consisted of individual in-

depth interviews that were tape-recorded.  It took two months to complete this task.  

Upon completion of each interview, I transcribed the audiotapes and added those data to 

the computer program.  Once the data had been added, I reviewed them line by line and 

did initial coding before I moved on to the next interview. While reading the text, I 

assigned a code to areas of significance; these codes helped me in text reduction, locating 

data, and assisted me in becoming aware of potential themes.  “Codes are tags or labels 

for assigning units of meaning to the descriptive or inferential information compiled” 
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(Miles & Huberman, 1994, p. 56).  The coding was beneficial in organizing and later 

finding particular sets of data:  “The organizing part will entail some system for 

categorizing the various chunks, so the researcher can quickly find, pull out and cluster 

the segments relating to a particular research question, hypothesis, construct, or theme 

(Miles & Huberman, 1994, p. 57).  I repeated this process for each interview, and with 

the addition of each new section of data, I used words as keys to identify codes.  I 

developed and maintained a codebook in order to help organize these codes.  All codes 

had a name and a description of each code as well as some sections of text to serve as 

examples.  The codebook was developed using the NVIVO 9 software.  The codebook 

allowed for ease of understanding when I reviewed the codes throughout the analysis 

process.  I refined the codebook as my research continued. 

  I also contrasted and compared the new data with the old and conducted initial 

data analysis.  With each theme that emerged, I made memos to organize the themes that 

I later used in the actual writing of my findings. I also used the program to write initial 

memos about the emergent themes.  Johnson and Christenson (2007) summarized the 

purpose of memos as:  

Memos are reflective notes that researchers write to themselves about what they 
are learning from their data.  The content of memos can include notes about 
anything, including thoughts on emerging concepts, themes or patterns found in 
the data, the need for further data collection, a comparison that needs to be made 
in the data, and virtually anything else . . . Memoing is an important tool to use 
during a research project to record insights gained reflecting on data.  Because 
qualitative data analysis is an interpretative process, it is important that you keep 
track of your ideas. (p. 501) 
 
Reviewing coding and memos assisted me in my role as researcher. I also kept 

analytic files in order to assist in the organization of my own thoughts (Lofland & 

Lofland, 1995).  This assisted in the management of individuals and places, ideas  
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concerning introductions, and conclusions.  It also directed how I organized memos I had 

written about the data.  These files changed and grew as the research project continued. 

This process was very detailed and time consuming; therefore, I allowed two 

months for the process of data collecting and management.  I also allowed for extra time 

in the event the participants had scheduling problems and to accommodate any 

unforeseen issues that developed in the participants’ personal lives. 

All of the data management that has been previously mentioned was a benefit 

when I entered the full analysis phase in working with the collected data.  As mentioned 

earlier, the amount of data collected was vast, and the computer program was of great 

assistance in managing the data throughout the analysis phase.  The final analysis phase 

took approximately one month.   I used the analysis of the data, memos, coding, and 

individual quotes from the text in order to write the findings and results of my study.  The 

computer program was useful in organizing each of these sections, which in turn allowed 

me to easily retrieve the components necessary to write the remainder of my dissertation.  

Writing the finial sections of the dissertation took approximately two months; this time 

frame allowed for unforeseen events that occurred and delayed the process.  Upon 

completion of the dissertation, the data collected by means of audio-tapping were 

destroyed in order to protect the privacy and confidentiality of the participants. 

Analysis. In grounded theory, data analysis begins when the researcher initially 

makes contact with whatever is being studied.  This analysis continues throughout the 

study.  We can say that in grounded theory, data analysis and data collection are 

concurrent and continuous activities (Johnson & Christensen 2007, p. 383).  

Grounded theory is an interactive process by which the analyst becomes more and  
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more “grounded” in the data and develops increasingly richer concepts and models of 

how the phenomenon being studied really works. To do this, the grounded theorist 

collects verbatim transcripts of interviews and reads through a small sample of text 

(usually line by line) (Ryan & Bernard, 2005, p. 783).  It is important to keep in mind that 

in grounded theory, analysis does not happen in a linear fashion; it is cyclical in that the 

researcher collects data, analyzes the data, and collects more data, and so on throughout 

the research project.  This is referred to as interim analysis (Miles & Huberman, 1994).  

The process of conducting an analysis of the collected data was achieved through 

several steps.  First, I identified the key concepts of the data, then discovered the 

relationships among the concepts and the themes that emerged.  The next step was to 

place the emergent themes into a theoretical model and finally display the results through 

the use of verbatim text.   

I worked from an interpretive analysis approach.  Upon completion of each 

interview, I immediately transcribed the audio recordings.  The goal of this study was to 

discover which treatment modalities are most beneficial to combat veterans who have 

been diagnosed with PTSD.  In order to see this from the participants’ phenomenological 

point of view, I treated all text transcribed from interviews with participants as windows 

into their experiences (Ryan & Bernard, 2005, p. 769).  The transcriptions are considered 

“free-flowing” text.  Free-flowing text is the form of text from which most qualitative 

data are derived.  Further, it includes responses to open-ended interview questions, which 

are the main data set of this study.  

Once I completed each transcript, I conducted an initial read-through and began 

the process of coding.  The three types or stages of data analysis are called open coding,  
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axial coding, and selective coding (Strauss & Corbin, 1990).  Open coding is the first 

stage at which I began my analysis.  This entails reading each set of data that I have 

collected line by line and labeling important words or phrases in the text.  The next is 

axial coding where I developed concepts into categories.  I organized these categories, 

and looked for relationships among them as well as possible themes that emerged from 

the data.  The last step in coding is selective coding; in this step, I looked for the main 

ideas.  I did this by reflecting on the data and results that were produced from open and 

axial coding.  Coding is one of the main processes in grounded theory work. The 

Handbook of Qualitative Research (Denzin & Lincoln, 2005) lists the following 

information regarding grounded theory and coding; 

We grounded theorists’ code our emerging data as we collect it.  Through coding, 
we start to define and categorize our data.  In grounded theory coding, we create 
codes as we study our data. . . Coding helps us to gain a new perspective on our 
material and to focus further data collection, and may lead us in unforeseen 
directions.  . . . The researcher’s interpretations of data shape his or her emergent 
codes in grounded theory.  Coding starts the chain of theory development. (p. 
515)  
    
Once I completed the initial coding, I linked the coding categories together into a 

theoretical model by making note of emerging themes and concepts and how they relate 

to one another. I continued this process by placing these codes in clusters, dividing them 

into subgroups, or eliminating them, depending on what was needed.  I also gauged what 

was needed through which themes had the greatest importance to the study as well as to 

the individual participants.  According to researchers Ryan and Bernard (2005), “Themes 

are abstract (and often fuzzy) constructs that investigators identify before, during and 

after data collection” (p. 780).  The themes are revealed by inductive coding. The 

Handbook states, “By the time he or she has identified the themes and refined them to the 
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point where they can be applied to an entire corpus of texts, a lot of interpretive analysis 

has already been done” (p. 781).  Miles and Huberman (1994) simplified the above 

statement by  saying “Coding is analysis” (p. 56). 

I then examined how the themes related to each other and in turn, how they 

related throughout the interviews.  I conducted a constant comparison analysis to guide 

this process.   The constant comparison method occurs when the researcher links together 

coding categories that have emerged by comparing and contrasting themes and concepts 

(Glazer & Strauss, 1967).   As suggested by Merriam (2001), I continuously compared 

and coded new data allowing for a more in-depth understanding to develop throughout 

the course of the research. I continuously did interpretive analysis by asking the questions 

when, why and under what conditions do these themes occur in the text? While reading 

the data collected, I also added marginal notes that reflected my personal ideas and 

reactions concerning the data.  

The results of my analysis are displayed by presenting quotes from the interviews 

as examples of the concepts and theories that have emerged throughout the data analysis.  

These quotes should help the reader understand through examples the themes that I 

attempted to depict. 

Throughout the analysis phase, I utilized the computer program NVIVO 9.  

NVIVO 9 and other similar computer programs have specific strengths and weaknesses. 

According to Ryan and Bernard (2005), some of the strengths are, “These products 

(qualitative data analysis computer packages) make it easier and easier for researchers to 

identify themes, build codebooks, mark text, create memos, and develop theoretical 

models” (p. 792).  Some other beneficial uses of this computer program are editing,  
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organized storage of data, searching and retrieving text and codes, and displaying data 

through maps. 

I used the computer program NVIVO 9 to assist in the coding process; it not only 

helped to manage all the research data, but in addition, it also assisted in the coding 

process.  The code-and-retrieve method supported theory emergence.  It also expressed 

theories that could be represented by codes and then tested by looking for codes in the 

text and studying the relationships between codes.  Computer-based code-and-retrieve 

was of assistance in this process because computers are an excellent tool for working 

with structure.  In a code-and-retrieve system, we express or define content by coding the 

text.   The ability to retrieve all the text about a certain topic strongly supported the 

development of new insights.  The computer can do this quickly and efficiently   

(Richards & Richards 1987). 

The Handbook of Qualitative Research (2005), also reveals weaknesses in these 

computer programs such as, constricting the researcher by using program-defined units of 

analysis, and not allowing the researcher to conduct word analysis and identify the key 

words of coding associated with each theme.  A major difference between quantitative 

analysis software and qualitative analysis software is that in qualitative research, the 

program cannot do the analysis for you as it can in quantitative; thus, the user has to learn 

data analysis methods. 

Some researchers believe there is a potential for the researcher to become lazy by 

using autocoding, and they may therefore not be as diligent in learning about research.  

Lee and Fielding (1991) noted, “There is the possibility that the use of computers may 

tempt qualitative researchers into ‘quick and dirty’ research with its attendant danger of  
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premature theoretical closure” (p. 8). 

I identified two major challenges to using NVIVO 9 to assist in data management 

and analysis that I have found personally; the cost of the programs and time spent in 

setting the programs up and learning to use them. I purchased the NVIVO 9 program for 

approximately $800.  It took several weeks and many phone calls to several different 

continents in order to download it and have it work properly because of problems in 

compatibility with Windows’ Vista version.  A few months later, my computer crashed 

with a complete loss of all of my data and all of the software on my computer, including 

NVIVO 9.  Needless to say, the cost financially and time-wise for this computer program, 

can be extensive.  

Validity, Reliability, and Generalizability 

      In order to promote the generlizability of any qualitative research study, one must 

explicitly identify all methods, categories, characteristics and groups covered in the 

research study, as well as use standard terminology whenever possible, and make clear 

the boundaries of the study.  Borman, Lecompte, and Goetz (1986), wrote the following, 

Though few phenomena studied by qualitative researchers are indeed totally 
unique, most have counterparts or analogues elsewhere. . . To the extent that other 
events or study sites of groups known to be similar to the one of interest can be 
found and investigated upon similar dimensions, conclusions from earlier studies 
can inform and can be applied to later ones.  What is critical is the degree to 
which researchers have a reasonable, logical, and rational basis for claiming the 
research sites, populations, or events are comparable and that the populations used 
and conclusions reached can be translated from one study to another.  This 
requires scrupulous adherence to translatability and comparability. (p. 49)  
  
The research that was addressed in this study lent itself to generlizability because 

it provided insight into the problem of treating PTSD in combat veterans.  “There [is] 

clearly a scientific gain from investigating some single category of an individual, group,  
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or event simply to gain an understanding of that individual, group or event” (Berg, 2001, 

p. 232).  

Reliability was established by using member checking throughout the data 

collection process.  I offered a copy of the transcribed interview to each participant in 

order to obtain their feedback.  This allowed the participants to, “verify that [the 

researcher] reflected their perspectives, inform [the researcher] of sections that could be 

problematic and help [the researcher] develop new ideas and interpretations” (Glesne, 

1999, p. 152).  

      In order to promote the validity of this study, I had a colleague review the 

research and give me feedback as to any problems that might be present.  This is known 

as a peer review (Johnson & Christensen, 2007).  The colleague that I chose was familiar 

with the research area, this allowed for an even more objective review. 
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Chapter IV  

Presentation, Analysis and Conclusions of Data 

Organization of the Chapter 

 In this chapter I will restate the problem this study is investigating and the aims of this 

study.  Then, I will introduce the participants.  Next, I will reveal the themes that emerged during 

the analysis of the data.  This will be reported in order of the interview questions that were asked 

of participants.  

Restatement of the Problem   

 The Vietnam war ended in 1974, but for soldiers diagnosed with PTSD, their personal 

battles with PTSD continues to this day, 36 years later.  This study is designed to examine the 

phenomenological experiences of Vietnam combat veterans’ treatments for PTSD received from 

Veteran Centers.  Each participant was given a forum in which to revel his experiences 

throughout treatment.  The following results report their perceptions of the journey to recovery.  

The results are displayed in verbatim text whenever possible in order to allow the participant’s  

voices to be heard. 

Description of Participants 

 The following is a brief description of the eight participants who were selected for this 

research.  In keeping with confidentiality, participants are given pseudonyms in order to maintain 

their anonymity. 

Jim.  Jim is a 66 year old African American male.  He has been married twice and has 

five adult children and is on 100% disability.  Jim is a former Marine and served in the military 

from 1967 until 1969. He was diagnosed with PTSD in 2004. 

John.  John is a 60 year old Caucasian male.  He is married with three adult children and 

is on 100% disability.  John served in the United States Army from 1969 to 1971 and again from 

1975 to 1979.  He was diagnosed with PTSD in April of 2006.   
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David.  David is a 61 year old Hispanic male.  He has been married for 38 years and has 

2 adult children and three grandchildren.  David served in the US army from 1967 to 1970.  He is 

on 100% disability and was diagnosed with PTSD in 2001. 

Dennis.  Dennis is a 60 year old African American male.  He has been married for 36 

years and has 2 adult children.  Dennis served in the US army from 1969 to 1970.  He is currently 

unemployed, and was diagnosed with PTSD in 2009; he receives no disability compensation. 

Bill.  Bill is a 59 year old Caucasian male.  He has been married 6 times and has no 

children.  Bill served in the US army from 1967 to 1971.  He was diagnosed with PTSD in 1993 

and is on 100% disability.   

Mark.  Mark is a 63 year old Caucasian male.  He has been married for 41 years and has 

four adult children.  Mark served in the US marine corps from 1969 to 1999.  He was diagnosed 

with PTSD in 2005 and is on 60% disability.   

Steve.  Steve is a 64 year old Caucasian male.  He has been married for 40 years and has 

2 adult children.  Steve served in the US army from 1964 to 1984.  He was diagnosed with PTSD 

in 1986 and receives 100% disability compensation. 

Gary.  Gary is a 67 year old Caucasian male.  He has been married for 42 years and has 

three adult children and two grandchildren.  Gary served in the US army from 1966 to 1967.  He 

was diagnosed with PTSD in 2002 and is receiving 100% disability. 
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Analysis of Data 

Interview Question #1   

Please describe the treatment you received for posttraumatic stress disorder from Veteran 

Centers.  This first question explored the experience of treatment for PTSD. 

 The Road to Treatment.  The first theme to emerge from the data collected was that 

most individuals with PTSD encountered many road blocks before they actually began to receive 

the treatment needed. Six subthemes emerged in this area; they are:  (1) nobody knows what’s 

wrong with or how to treat us, (2) denial, (3) self-medicating and self-destruction and (4) the 

stigma of PTSD. 

Examining treatment modalities should not be done in isolation; it is only a portion of the 

process of receiving treatment, as I discovered while conducting in-depth interviews with 

Vietnam Combat Veterans diagnosed with PTSD.  In the process of examining treatment 

modalities, the discussion of how the individual came to be in treatment was revealed by each 

participant and should not be omitted when examining the experience of treatment. 

Nobody Knows 

As noted in the literature, PTSD was not a DSM diagnosis until 1980; therefore when 

many veterans returned from Vietnam with PTSD, no such diagnosis existed; accordingly, no 

treatment was available.  The veterans that I interviewed reported the ensuing frustration from 

this dilemma.  The dilemma of no one knowing what was wrong with them and no relevant 

treatment being available to them at the time of their return.  Half of the participants that I 

interviewed described  encountering this dilemma.  

In John’s description, he stated that when he returned home from Vietnam “they” didn’t 

know how to treat the veterans; he said there weren’t enough doctors, and neither the doctors nor 

the veterans themselves knew what was wrong with them, so there were no medications, 

counseling, or treatment of any kind in existence.  He continued to explain that PTSD was looked 
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upon in the same manner that it had been during WWII and Korea: that it was likened to shell 

shock, and the Vietnam veterans were basically told to “suck it up.”  The following is John’s 

description of returning home to find no help for his PTSD. 

John: Basically you got off the plane, you walked through another door, you put your 
civilian clothes on, and that was it.  From the battle field to civilian. 
 
Dennis is another veteran who sought treatment for PTSD and found very little help.  He 

said  he initially went to an outpatient clinic, not knowing what to expect and found no help so he 

just left.  Dennis stated that he did not go back and never received any help until years later when 

he found a Veteran Center. 

Steve descried his experiences as being in the same situation as the professionals were, 

they were all in the dark about PTSD.  He explained that PTSD wasn’t documented until years 

after they had returned from Vietnam.  He said that even when he went to a Veteran Center they 

still didn’t have much information, but as research was conducted, the information that Veteran 

Centers had was passed on to the veterans.  David describes similar results in his original search 

for treatment.  He encountered the same lack of knowledge and resources as the other 

participants.  

David:  There were so many of us struggling with the PTSD issues, but nobody knew 
what it was.  Back then I think the term was called delayed stress syndrome, that’s what 
is was at the time.  We all had it. The Veterans Administration was not stepping in for the 
PTSD; if they had, if we had received the attention that we needed, that veterans need to 
receive right away, we would have more survivors. We would have more because in my 
mind, these guys were screaming for help but no one was listening. We didn’t 
understand. They must have known something was happening because they opened the 
doors for rap groups, but they didn’t fund anything to be able to take care of the veterans. 
Veterans were having flashbacks and killing other people. If they had had the treatment, 
as soon as they got off the plane. . . but it wasn’t like that unfortunately. 
 
Denial 

Denial is a coping mechanisms used by many veterans.  It became another obstacle that 

many Veterans had to overcome in order to get to a place where they realized that something was 
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 indeed wrong with them and that they were in need of assistance.  All eight of the participants  

interviewed described existing in denial as a means of coping with PTSD when they returned 

from Vietnam.  The following are excerpts of verbatim text each participant used to describe his 

experience with denial.  

In a state of denial, Mark assumed there was nothing wrong with him. 

Mark:  I wasn’t diagnosed for a long time, I just thought that everybody’s like this.  I’m 
not any different than anybody else. 
 
When John was in denial, he had even read about PTSD and acknowledged that he did 

indeed have traits of all PTSD symptoms.  Some veterans in denial may acknowledge they have a 

problem, but they can convince themselves that they are able to cope with these problems without 

any intervention. 

John:  The Vet Center has been here since 80, 85. I know about it because I used to carry 
mail, and I would see it.  I thought it was a veterinary center, and I finally realized it was 
for Veterans, and I thought I don’t need that, I stopped and looked and it said counseling 
and I thought I don’t need that, I self medicated myself.  I had read about PTSD in the 
late 80’s early 90’s but it wasn’t me.  I was in denial, I had all the symptoms, but I knew I 
could control it.  I guess I didn’t want to admit the problem of PTSD, I guess that the way 
it is for a lot of us. 
 
As in John’s case, culture can be a factor in denial.  If an individual has been raised in a 

certain cultural context they may have been conditioned not to reach out for help and believe that 

asking for help is a sign of weakness, or non-masculine.   

John:  Because I was raised that way, you handle your own business, you don’t seek 
outside help.  It’s the Mexican tradition to handle things that way; we don’t go outside, 
no if ands or buts about it, you created that problem, you deal with it, it’s just the way we 
were geared, trained to do it as I was growing up.  Even though I set up the appointment, 
I didn’t really think there was something wrong with me.  I thought I would go once and 
then not go anymore.  One of the counselors basically told me there was something 
wrong with me.  I told him, are you sure there’s something wrong with me.  I was still 
fighting myself saying there is nothing wrong with me. Then I thought I know what’s 
wrong with me, I don’t have to play this game, I can fix it.  I know what I need to do.  
But it’s not the same because I am not a professional, but I thought I could fix it.   
 

Cultural issues were also part of Jim and David’s denial. 
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Jim: Black men aren’t supposed to be weak. Ya know, it’s like the typical strong Black 
man, he doesn’t act weak.  
 
David:  For myself, I saw the ones that had chronic PTSD and I didn’t want to be like 
them.  Because I didn’t want to admit that I was like them. For the Hispanic veteran, 
being very manly, it is difficult to talk.  Psychologically, discussions weren’t supposed to 
happen. 
 
Gary described not talking about PTSD and work as a way to escape from having to deal 

with the problem. 

Gary:  Well when they first offered counseling, I denied it.  I didn’t think I needed it/  I 
didn’t know. I had been fighting it all of these years, and I had just buried myself in 
work. 
 
Dennis describes his period of denial as ‘blocking out’ his memories.  
 
Dennis:  It seemed like everyone in the group put it out of their mind.  You block some 
things out, and you block more than what you think. I have just a lot of repressed 
memories on a lot of stuff, just blocked out.  I learned to do that with the Vietnam 
experience.  You know, just not to remember. 
 
Not talking about “it” was how Steve was able to emerge himself in denial and not have 

to deal with what was happening to him. 

Steve:  I never talked about it ‘cause that’s something obviously I didn’t like to talk 
about.  You know, I, when I left, I refused to talk about it.  You know of course, people 
wanted to know what went on.  I was kind of hostile, you know.  I got very angry when 
people mentioned it you know.  Cause I had to try to explain.  I just kind of left it alone, 
you know. 

 
 Self-Medication and Self-Destruction 

John had mentioned that he self-medicated when he was in denial. This is something that 

half of the participants brought forth during the course of the in-depth interviews.  They were 

trying to cope with problems on their own, and many of them turned to drugs, alcohol, and 

violent behavior because of the confusion of how they felt and how they were treated when they 

returned home. During this particular part of the interview, I noted the overwhelming tone of 

frustration when John made this statement: 
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John:  We acted out, ya know, we didn’t know why we were acting out, why we were 
having nightmares, why we couldn’t forget.  We were drinking or drugs or ya know 
beating up people or whatever, whatever you were acting out because we didn’t know 
what was wrong with us. 
 
Bill described his self-destructive attitude that began to separate himself from the friends 

he grew up with.  He explained that while his friends were partying on the weekends and getting 

into the occasional bar fight, he looked at things very differently when he returned from Vietnam.  

He said he thought that if an issue was important enough to get into a physical altercation with 

someone, that he thought it made sense to just shoot them.  Bill explained this mind set created a 

distance between himself and his civilian friends.  Bill stated, 

Bill: I didn’t fit in with the people I grew up with anymore.  That wasn’t socially 
acceptable behavior. 
 
David used the term ‘lifestyle’ to explain the negative behavior he and his friends 

engaged in during the time in his life that he was trying to cope with PTSD before treatment.  

David:  We didn’t know what was happening because we were all self-medicating.  The 
nightmares, the drinking, the drugs were there and was part of the lifestyle was part of 
our own treatment for dealing with the PTSD, and there were some with legal issues that 
were going to the penitentiary.  The alcohol of course, the weed other drugs, I never did 
hard drugs just the pot like other vets do.  I never used marijuana till I got on the battle 
fields in the jungles so I didn’t have a beginning. My recreational drug use didn’t start 
here at home, it was on the battle field.  Weather is was for self-medication purposes or to 
get away from the war.  For a moment, or a few minutes, or for a few hours, it was not 
abusive, it was something that happened because of the circumstances.  So by the time 
the tour was over, most had tried it because of the battlefield; you couldn’t come home; 
you couldn’t get away from it; we were still seeking some escape on a daily basis and if 
you didn’t do something like drink or marijuana, some did heroin, but I didn’t, but most 
vets would seek some kind of relief.  But I engaged in something, some recreational but I 
didn’t do the hard stuff, because it was killing some of my friends.  They were dying.  So 
you dealt with it the best you could, self-medicating, and you moved on, and you didn’t 
understand. 
 
During the interview with Jim, he revealed that he was drunk most of the time when he  

returned to the United States.  It also seemed to be very important for him to explain that he still 

went to work.  He further explained that he would go to work even when he was hung over, still 
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 drunk, or hurting from the night before.  He was very, open about revealing that he still did a 

good job.  He further explained that his work ethic was very important to him because he didn’t 

want to draw attention to himself and let others know that he had a problem.  

Stigma 

In 2010,  a stigma still exists with regard to mental health; no one may be more aware of 

this then those who are suffering from a mental health disorder.  This issue was brought up during 

the in-depth interviews by six of the eight participants.  When discussing stigma, Mark made 

mention of two areas he felt carried a stigma with it.  One was having served in the military; and 

the other was seeking treatment for PTSD. 

Mark:  You don’t talk about this, your being in the service.  You’re at least stigmatized, I 
mean, that’s just the human nature of the animal that you’re working within the culture. 
Yeah, and that’s why a lot of guys don’t even come in here, you know, cause this is the 
place where the crazy people go.  ‘Til they get to like I was when you were like ooh this 
is scary. 
 
John made reference to mental health itself being a stigma and how he and others did not 

want to associate themselves with anything having to do with mental health for fear they would 

be labeled as “crazy.”   

John:  And another thing about this is the stigma, mental health is a stigma.  Before I 
started into the system you look at people over there and you say they are crazy, mental 
health.  I didn’t know there was other stuff involved in this; a lot of guys don’t know this.  
We just thought those guys are crazy stay away from that area, ya know it was a stigma, 
the mental health.  We would hate to be identified as one of those guys, crazies, there was 
a stigma, and it goes back to the old days.    
   
Back Then. Two of the participants revealed that they had engaged in other means of 

treatment to seek help before finding counseling services.  Bill describes some of his earlier 

interventions as being eastern in nature.  He stated that he was doing a basic Buddhist Zen 

meditation.  He was very proud to say that he could drop his body temperature two degrees just  

by meditation.  He concluded his description of transcendental meditation to say that the 

experience was fine, but that it was more of a means to escape, and then he had to return to reality 
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and still needed help in dealing with PTSD.  In other words, it was good for relaxing but it did not 

treat his problems. 

The other participant who engaged in another form of treatment was David.  The 

treatment that David was involved in was rap groups.  These were support groups started by 

Vietnam veterans themselves to help one another in dealing with some of the issues that many 

faced upon returning home from Vietnam. David had participated in rap groups led by other 

Vietnam Veterans.  Rap groups were the first counseling type of treatment offered by the 

government for PTSD, but they were not funded by the government.  The following is his 

description of this experience: 

David: WWII veterans were mean to us when we returned, so we just said to hell with 
you and formed our own groups.  The leaders of those groups did really care but were 
unorganized. So the treatments that I have been involved in before counseling were rap 
groups that were started by a Vietnam Vet at the local Veterans Administration, but we 
didn’t officially exist. We were experiencing these symptoms of PTSD so that in the long 
run having initiating the rap groups helped. That’s when we started finding out about 
ourselves and the fact that we are not alone..  I was a Vietnam Vet who needed help, and 
the help I was getting was sometimes from people who were in a bad place because they 
were Vietnam Veterans themselves. The rap groups were good and should have been a 
priority by the VA so as to staff it properly and let it function indefinitely, but the politics  
interfered with the treatment of the veterans and interfered with us wanting to seek 
treatment.  We considered the VA the enemy, but we needed help for the ones that were 
still whole.   
   

 I Need Help.  The second theme to emerge from the in-depth interviews was the 

realization that each of these veterans came to the belief that they needed help.  The individual 

circumstances for each of the veterans was unique; yet, seven of the participants who spoke about 

this realization have many similarities in their accounts.  For many of the participants, the 

realization of needing help didn’t come until they hit “rock bottom.”  Bill described “rock 

bottom” as the following: 

Bill:   I went to jail a lot of times, paid a lot of divorce lawyers, had a lot of fines, 
substance abuse, I got tired of all the bad, all the old crappy results.  You have to start 
doing something else.  I went through a divorce, and all of that crap,  and I went to Waco 
when I finally got tired of dealing with sinners, the substance abuse, and the whole nine  
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yards.  I need to get this shit straightened out, I had to want to better myself.  You have to 
hit bottom, you don’t bounce.  I just had gotten to the point where I had hit the end of 
what I knew how to do, and a lot of things were running at me. 
 
Mark’s situation varied a bit.  He had encouragement from a supportive spouse who had 

recognized his need for help.  Mark had gotten to the point that he wasn’t certain he even wanted 

to live anymore.  Once he finally did seek help, the emotions that he had tried to deny came to the 

surface. 

Mark:  It just progressively got worse.  And my wife said, “hey you’re going to have to 
do something about this,” and so I did.  I came in and got an evaluation.  He started 
asking me specific questions about you know, what am I experiencing?  And the next 
thing I know, I find myself bawling like a baby, and I mean, what is this?  But it’s like 
I’ve been hiding under the bed or something, and somebody pulled my bed back or 
something, and there I was exposed and I couldn’t hide anymore. I was having really bad 
anger problems.  I was isolating bad, I was beginning to think you know, that you know, 
maybe the world would be better off if I wasn’t here.  So I went in. 
 
For John, it was the Gulf War news coverage, bringing to the surface PTSD issues,  that 

became the catalyst for him to eventually seek help.   

John:  I started to realize I needed some counseling about 5, 6 years ago because of the 
Gulf War.  It brought it back up again, it’s because it was in your face, ya know with the 
TV, it was everywhere you turned 24/7 every time you changed the channels, you know 
with CNN, every news channel had it, right now you knew what was doing on.  With 
CNN, and I just couldn’t get away from it and everything started coming back.  So there I 
was by myself at the house, and I watch TV and saw all the stuff that was going on, and it 
started to get to me, but I said no I can fix it so I went drinking and it was ok for a while, 
and the more I watched I couldn’t get away from it, people couldn’t get enough of it, and 
for weeks that’s all they showed and it was people getting shot and bombs and the 
number of people dying.  It still took me another year, year and a half to ask for help, and 
when I felt my life was crushing down on me.  
 
He also stated that one of the reasons he sought assistance from the Veteran Center was 

because he was concerned about losing the benefits he was already receiving. 

John:  The outpatient clinic recommended the Vet Center, they said you just need to go 
down there and just visit with them.  I said I would think about it.  I went because I didn’t  
want to deny myself any of the benefits, and I thought I would just play the game.  And I,  
minutes before my appointment, I got my keys out, turned on the car, then said no, I 
better go in. 
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 Steve’s realistic flashbacks were his motivator for seeking treatment.  He described an 

incident when he was working as a guard.  He heard someone speaking in Vietnamese, and in his 

mind, he was automatically in Vietnam, and he pictured the people wearing black “pajamas” with 

straw hats.  He said that he immediately jumped into a ditch.  It was that experience when he 

knew he had to seek help then he decided to go to a Veteran Center because he could not live like 

that anymore. 

David’s observation of others and fear of incarceration led him to seek treatment.  He 

stated that he was trying to maintain some kind of control over his behavior because he saw many 

Vietnam veterans going to jail for their actions and didn’t want to be one of them.  He said he 

didn’t want to be a casualty of prison, suicide, or worse.   

During the interview with Gary, he revealed he had been avoiding treatment for fear of 

having to relive his Vietnam experiences.  At least this was his stance until, like many of the 

others, he had what he describes as a breakdown.  He said that a lot of stressful things happened 

to him all at the same time, and  he could not deal with his everyday life anymore and that’s what 

led him to seek help at a Veteran Center.  

Veteran Centers.  The third theme to emerge during the analysis portion of this research 

was that each veteran found various services he could utilize provided by the Veteran Centers. 

The following are the subthemes in this area: (1) disability assistance, (2) employment/education 

counseling, (3) family counseling, and (4) counseling for PTSD.  The subthemes are all services 

offered by Veteran Centers.   

One of the interview participants, David, considers himself to be one of the instigators 

who helped to call attention to the need for services for Veterans with PTSD.  He was one of 

many Vietnam Veterans who cried out for help with PTSD.  The answer came in the form of  

Veteran Centers.  During the interview, he said that it wasn’t until the Vietnam Veterans began to 

picket the Veterans Administration that the Veteran Centers came into being.  David stated that in  
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the 1970s, Iran had taken hostages, and when the hostages were released, they came back to the 

United States and were welcomed as heroes.  He stated that this offended many of the Vietnam 

veterans because they never had any kind of welcome, and when they got together and discussed 

this, they just felt as though that was wrong.  They felt they at least deserved help from the United 

States Government and decided to protest for it.  David explained that he had some concerns 

about protesting because it seemed a bit un-American to him, but he continued on to state that it 

was his military training and his patriotism that demanded he do something because so many of 

his comrades were in need of help.  So he and many other Vietnam veterans began to picket and 

lobby for assistance. 

Disability 
 
 There exists a massive tangle of red tape that often stands in the way of veterans 

receiving benefits for their disabilities.  One of the services provided by the Veteran Centers is 

assistance unraveling that red tape.  In many instances it can take years before a disabled Veteran 

is granted disability by the government and is awarded benefits.  PTSD is but one of the many 

possible causes of such disabilities.  Five of the eight research participants sought help obtaining 

their disability status, from the Veteran Center.  Dennis had originally attempted to file for 

disability by himself with little effect.   

Dennis:  The Vet Center kind of helped me navigate the waters of getting my disability, I 
mean, I always hear, you know, it’s so much red tape and doing this and doing that.  
What is red tape, what it that?  What  are they talking about?  And the Vet Center actually 
eliminated the so called red tape for me to move forward, to move at all.  Where by 
myself I wasn’t able to do anything.  Now it’s coming good.  In two weeks I have a visit 
with a doctor for him to see how I am, or whatever, and they’re ready to make a decision 
on me.  The PTSD has already been confirmed.  
 
In the interview with John, he revealed that he filed for disability himself, and describes 

the process as a fight; he stated that he was unaware of the assistance available to him from the  

Veteran Centers. 

John:  To get my 100% disability, I did everything myself.  I fought the system myself, 
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which made everything harder, which I didn’t have to; I could have had help.  I didn’t 
know these guys could help me, and I didn’t ask for it.  Now when these guys come in, 
what we try to do when people first come here is we are all working on our disabilities 
and we have all been there, trying to get our disabilities, so we advise.  Why don’t you try 
this, we’ve got numbers of people to call for help.  So we all try to help each other, on 
information, and who to talk to.  As an individual helping someone else, oh man, I don’t 
want to see anyone suffer.  Why would you want to bang you head against the wall.  
Every case is different, but it all starts out the same; you have to do the paper work.   
 
Bill had assistance from a Veteran Center in receiving his disability but expressed strong 

views about benefits being of secondary importance to returning to his life to normal.  He said 

that the money from disability had been helpful, but it was “bullshit” compared to the most 

important thing to him, which was getting his life back. 

David describes the difficulties he faced in getting benefits as maddening.  He also stated 

that it was the Veteran Center that helped him through this difficult procedure. 

David:  The Vet Center helped me through that. I kept them abreast of what was going 
on with my job, because it was in different stages; in the end, it helped me, and they 
documented for me the PTSD they were documenting that because of my disability.  I 
was having problems not only keeping and getting jobs, but also management didn’t want 
me around; what they feared was me going postal.  Or causing some other problems or 
beating up an somebody.  My concern was doing what I had to do in order to get to what 
I needed room the Disability.  Having to deal with some of these idiots was maddening.  
Controlling what I had to do to get through the bureaucracy.   
 
Another participant who received help with his disability from a Veteran Center was Jim. 

He claimed that he encountered so much discrimination from others in the employment area 

because of his PTSD that he was unable to get and keep a job.  Jim states this as his reason for 

pursuing disability benefits from the government.  Jim further stated that the experience of trying 

to get his disability was very discouraging, but that a Veteran Center was so helpful and that the 

counseling “kept me from punching out supervisors.”  He stated that he often had feelings of 

frustration so severe that he had to resist the urge to become violent with  his bosses.  Jim also  

stated that none of his employers had ever had any military experience, which made working for 

them difficult because he felt as if they did not understand him and he did not respect them. 

85 



  Texas Tech University, Heather C. West, December 2010     

Employment/Education 

 The Veterans Centers also offer career and education assistance.  This is just another 

aspect of treating the whole person. One of the participants, Mark, relied heavily upon a Veteran 

Center to help him with his educational needs.  

 Mark’s experience with this education/employment counseling was that it assisted him in 

obtaining his bachelor’s degree.  It also has given him direction for future education and career 

opportunities. Mark had completed his bachelor’s degree four months before he participated in 

this research study.  He stated that he was encouraged in counseling to go back to school, and he 

said it really kept him going.  His counselor worked with him on deciding what he should do for 

his internship; Mark’s degree is in social work, but he and his counselor felt as though he was not 

emotionally ready to conduct counseling sessions. Mark even stated that he felt he had too many 

of his own issues that might keep him from being an objective counselor, and he was concerned 

about becoming too attached to his clients and their issues, so his counselor suggested that he do 

an internship in grant writing.  She also came up with the idea that Mark do his grant writing with 

a place that does equine assisted psychotherapy. 

 Mark was very enthusiastic when he explained that he completed, and submitted  his 

grant and that it was looking very positive for being funded.  He further explained that this 

process was a lot of work and “scary,” but that his counselor was encouraging all the way through 

it.  Mark stated that he and his counselor have spent a great deal of time discussing where he 

might focus his education in the future.  He has decided to pursue his education in Washington 

D.C., where he will work with the Veterans’ deaf program or continue with grant writing. 

Family  

 Family counseling is one of the services offered by the Veteran Centers.  A family group  

is held once a week just for the spouses and children of veterans with PTSD.  Sometimes, the 

counselor will conduct couples counseling or family counseling sessions.  This can help the  
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family gain a better understanding of PTSD and what the individual is experiencing and why. 

Mark stated that his wife came to counseling and was educated about PTSD. 

Mark: But mainly it’s my wife.  I see a lot of guys coming in here and either they’re 
divorced or they have really big conflict problems in their family relations and things like 
that.  And that’s made a big difference for me.  And there are times when my wife came 
in to counseling and we actually sat down with the counselor and talked and were able to 
share things and the counselor was able to explain some things about PTSD. 
 
Steve had an almost opposite experience in that his wife doesn’t come to counseling but 

gets information on PTSD through him. 

Steve:  My wife doesn’t come up here for family counseling.  I don’t think they would 
want her here.  She would just tell them the way it is.  She is very blunt and to the point.  
She will tell them my father was a Vietnam Veteran and what she had to go through with 
him.  But she knows what PTSD is and she knows what it’s about ‘cause I’m the one who 
talks to her about it; I don’t hide it. 
 
Counseling.  Instead of every participant describing a particular treatment modality that 

they experienced in counseling, they all described aspects of many treatment techniques.  Their 

descriptions shown some traits of several different modalities and techniques, leading to the 

conclusion that each participant received a modified version of multimodal counseling.  

Multimodal counseling was described in the literature as finding the best methods for each client 

instead of forcing the client into a preconceived notion of which treatment works best for him or 

her.  I used the term modified because traditional multimodal counseling is usually brief and 

begins with a stringent assessment that was not apparent from the accounts of this study’s 

participants. 

 Not all participants participated in every kind of counseling offered.  The treatments and 

techniques were determined by the needs of the individual participant. 

Person Centered  

 In this approach, the therapist begins with developing a positive rapport with the client, 

by being congruent, showing the client unconditional positive regard, and displaying empathy. 
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Another important aspect of person-centered therapy is allowing the client to lead in the direction 

the counseling will go.  All of the participants describe their therapeutic experience as a place 

where they could just talk about whatever was on their mind, not being judged or directed on their 

behaviors, but having a sounding board for their concerns. 

 Jim relays his experience in developing rapport as the following text. 

Jim: So we know each other, but the first thing he did was establish the trust in the deal.   
 

 Researcher:  How did he do that? 

Jim:  Uh, he didn’t push it.  He let me coming in, I come in on a weekly basis, and he let 
it come naturally, if that makes sense.  You can’t push somebody to trust you, it isn’t 
going to happen.  Trust is something that is earned, it’s not just a given.  People have to 
earn that trust, and he’s earned it and I’ve earned it with him.  But it’s one of those deals 
where it’s a mutual respect and he came from a military family, so he know what I was 
talking about.   
 
Steve’s statement demonstrates that he was the person in charge of directing where each 

counseling session would lead.  He states that when there was something in particular that was 

bothering him he would come into the session and tell his counselor that he had a problem and 

that his objectives took precedence; it was not the counselor’s directions; it was his own.  Steve 

continued on to state that just being able to talk things out with someone was the best part of 

counseling.  He stated that sometimes he and his counselor don’t talk about anything in particular, 

but just having the opportunity to be away from his family and away from other civilians gives 

him a forum to discuss anything.  

Mark and John both describe their counseling experience as a safe place to be able to 

discuss whatever is on their minds.  Mark elaborated, stating that he didn’t necessarily work 

through issues, but was able to talk things out.  He compared his experience in counseling with  

traditional talk therapy.  He further stated that upon arriving to counseling, his counselor would 

ask him how things were going in his life, and this opened the door to allow him to communicate 

whatever was on his mind.  Mark also stated the freedom to be able to discuss anything he wanted 
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is the reason he continues to return to counseling.  Mark’s statements coincide with what John 

also revealed in the interviews, that his counselor would ask him questions about how he was 

doing, and he would elaborate on them. 

Bill and Gary both touched on the importance of the feedback and guidance they received 

in counseling.  Gary divulged he felt he was making so many mistakes that he needed assistance 

in sorting through what he was doing wrong in his life as well as what he was doing right.  The 

following text constitutes excerpts from what these participants shared during the interviews. 

Bill:  He will let me talk, and when I’m ready to ask for guidance on something, he 
knows what I’m doing.  I’m trying to figure out a plan of action myself, and then I’ll 
bounce it off of him.  If he sees where I’m making mistakes, he’ll say you need to pay 
attention to this.  He’ll give me a gentle nudge one direction or another.   

 
Gary:  I think more than anything, it was just the talking.  I needed to get it all out and I 
needed the feedback of what I was doing wrong.  And when you feel you are wrong with 
just about everything you do, you want to stay away from things.  So I needed that 
feedback.  
  
Relating past to present  
 

 For many Vietnam Veterans, , a major aspect of their therapeutic experience involved 

discussing their memories of the Vietnam War.  Half of this study’s participants discussed how 

those experiences from Vietnam relate to their present behaviors.  This aspect of their counseling 

should not be overlooked because in other parts of the interviews most of these participants stated 

that they had been unable to discuss these memories with others.  John and Steve both revealed 

how they discussed  experiences they had in Vietnam and how those experiences affect them 

now.  Both also stated that when he and his counselor discussed Vietnam experiences they also 

discussed how his PTSD developed.  Steve continued to further state that he is able to tell his  

counselor a lot of what happened in Vietnam but is not comfortable discussing it elsewhere. 

Sonny’s account of discussing his Vietnam experience was difficult for him to get 

through during the interview, it was obvious he still has difficulty discussing some of these  
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devastating experiences. 

Bill:  That’s what made me where I am  to a certain degree.  When I got out, almost 40 
years ago, I don’t worry about what happened then.  Those problems have already been 
dealt with.  I lived through it.  The least of those problems are affecting me now.  My 
problems now are totally different than what they were then.  Then it was trying to get 
through the military and survive.  Now it’s how do I keep my marriage together?  How 
do I deal with a bunch of people I can’t stand, without reverting back.  I didn’t cry about 
what had happened to me in Vietnam.  I didn’t feel guilty.   I had a different set of 
problems.  My problems were having to deal with a bunch of assholes.   
 See I broke the ceasefire.  I killed seven people, Thanksgiving day 1970, and I 
beat a congressional investigation.  I got away with murder.  I did and I know that.  And I 
live with that every day.  The fact is, I liked it.  Do I want to go back and talk about that? 
No, it scares the hell out of me.  But there are certain things that’ll happen and you’ll 
have to look back and see what it was.  Recollecting it isn’t easy to do; you have to go 
back. 
 
Group Therapy 

Group counseling sessions proved to be invaluable for many and very difficult for others. 

Mark doesn’t engage in group counseling sessions, because for him it brings back the 

same feelings he had during combat. 

Mark:  I have problems when I work in a group of people, particularly if there is a lot of 
competition in the group.  Around kids, you know I don’t have the problem that I have, 
because when people start interacting, and they start doing their thing about being one up 
on the other person and looking good or hiding who they really are, it just gets 
competitive.  And to me, you know, it just brings back combat feelings.   
 
Bill is another participant who is not comfortable with the group dynamics. 
 
Bill:  I don’t go to groups at all.  I call bullshit in a group in a heartbeat.  A lot of the stuff 
that comes out of the group I read in function and all men are great in their dreams; Freud 
was right, and that comes out in groups.  Everybody tries to, they get off on their war 
story crap, and they all try to top each other.  And I don’t have time for that.  I don’t have 
the time left in my life.  In groups, everyone wants to sit around and talk life we were 19 
years old; we’re not.  As a group, we’re dying off.  We’re starting to die of natural 
causes. Old age.  I resent a group, the mentality in a group.  Well you can lean on me 
bullshit.  There is nobody  in that damn group that is going to come over and help you  
face your demons.  They can’t face your demons for you.  You have to do it yourself.   

  
Dennis has had almost an opposite experience in group counseling sessions. 

 
Dennis:  In group, there’s no subject we can’t go over.  I don’t know how long those 
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other guys in the group session, but I’ve only been here about seven months.  I didn’t get 
into the group session, probably until maybe four months ago.  Just being around guys 
that have experienced, what you’ve experienced, for this common thing that we all have.  
When they talk, you know they’re telling the truth, ‘cause you’ve been there done that, 
been there, saw this.  You know, you can’t make this up.  What they said is forever 
etched in your mind.  

 
John has attended two groups.  In the first one, he felt that he was not gaining anything 

from it.  The second group he felt more comfortable with.  This may be because the second group 

all share the same cultural background.   

John:  I’ve been in group, not necessarily therapy, but it turned out that way when we get 
together.  But anyway in groups people get together and bitch about everything.  I didn’t 
want to bitch about everything.  I went to this other group, they were all Hispanics in 
there and we were all comfortable with each other right away.  It was ok, you come in tell 
us about yourself, what happened blah blah blah.  I felt comfortable in this group and we 
do this with anyone coming in.  Basically it’s informal and no ones in charge, well the 
leader is in charge.  Well I am alpha in this group, and I try not to be, but sometimes it 
just comes out that way.  I hate to miss my group, I don’t hang out with these guys; we 
only see each other about twice a month in group for an hour, hour and a half that we are 
here, and then we don’t see each other anymore.  Sometimes in group we have a topic, 
we get off the topic a lot.  The leader will bring up a topic and we talk about it.   
 
Steve has also attended two different types of groups and found one to be more suitable 

to his needs.  The one he prefers was a music group.  In the music group he is also learning to 

play the guitar.  

Steve: I joined a group for a little while, but couldn’t handle the groups. I would just get 
mad. It’s this, I come to groups here and the groups here are fine but what I come for is 
not what they want. 
 
Researcher:  What do you mean? 
 
Steve:  Ok, a lot of these kids are fighting for their disability, we’ve got Vietnam vets 
here that will go off the subject trying to help them.  But they will go off the subject into 
a tyrant, and I’m here and I’m saying ok let’s try this, and it’s like you’re avoiding the 
issue of what you are trying to do.  You’ve got a problem, ok let’s discuss this problem.  
Let’s not go off on this tangent of what I did or what anybody else did.  Let’s discuss 
your problem.  And to me, it was the old guys, the Vietnam Vets, would get off the damn 
problem and get back into where I did this and I did that.  Well I don’t care what you did, 
this young man over here has got a problem, let’s talk about it, let’s try and help him with 
his problem.  I don’t go to that group anymore; now I go to the music group.  And I’m 
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learning to play the guitar.  I thought it sounds like fun, so I start to come to it, now we 
have let’s see, about 11 or 12 in this group.  We meet every two weeks.  And it’s on the 
day when I have my individual counseling, it’s at 9:00 in the morning.  And we talk, it’s 
a great place to enjoy music and talk.  Some of them are better than I am, as a matter of 
fact, most of them are better than I am. 

 
Dennis discussed his feelings about veterans from World War II and the Iraq wars and 

how they related to one another in groups. 

Dennis:  I have different feelings about these guys now,  mixed emotions.  One thing, it 
made you kind of jealous.  The way they didn’t treat us like this, we were killers.  That’s 
the impression everyone had.  And then the love/hate relationship, you know the hate on 
it is, they treat them better than they did us, You know the love on it, people getting 
killed, friends are just all killed.  You know, your heart goes out to everybody families, 
you want to kind of be there.  It’s real tough.  Sometimes we talk about that in group.  If 
we have a younger guy that’s in the group You know we’re not relating to Afghanistan or 
Iraq, you know he was in a totally different war, jungle versus desert.  I think I’d rather 
be in that jungle.  But we give them perspective on what’s going on now and he can kind 
of clue us in on this war so we can relate to each other, and we know and we can say 
something.   
   
Narrative Therapy 

 The use of Narrative therapy in a loose interpretation is also used in counseling of these 

veterans.  A full description of Narrative therapy is included in the literature review section.  One 

of the main techniques in this treatment modality is to have the client give a full descriptive walk 

through his or her life.  In the treatment received from the Veteran Centers, a description of the 

client’s entire life is not requested; however, a descriptive narrative of his experiences in Vietnam 

is.  Some of the clients are asked to conduct a “walk through” of their Vietnam experience from 

memory.  Veteran Centers provide the client with an outline to follow in helping them in 

developing their Narrative from their memories.  It is important to reiterate that  

not all clients are asked to recollect their memories into a narrative. 

 John explained that he would describe his memories of Vietnam to his counselor and they 

would discuss them.  He stated that just calmly talking to his therapist helped him to bring back  
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some of those memories. 

Bill gave a description of a much more in-depth and systematic experience that is more 

true to a narrative therapy technique. 

Bill:  You have to have a self-inventory.  Which I know it sounds like the 12-step 
program, but that’s where the similarity is.  You have to look at everything you’ve done, 
good, bad, or whatever.  And if you’re going to become a better person you have to look 
at your past mistakes.  You have to look at the things you’ve done.  You have to look at 
what you can do to be sure you don’t do that same mistake again.  I’ve looked back on a 
lot of it.  Vietnam was not a pleasant time.  I had some good times there.  But all in all, it 
was a bad experience.  Oh yeah.  Failed relationships.  Things you regret having done, 
you regret not having done.  You have to really, really look at yourself and come clean to 
yourself.  You know it’s easy to sit and say oh I didn’t do this, I didn’t do that, I would 
never do this to people.  Well I have.  You know, I’ve screwed people around I’ve 
manipulated them.  I’ve destroyed them.  I’ve hurt them.  I’ve emotionally hurt them.  
I’ve destroyed them.  Financially I’ve hurt people.  I have hurt my family.  I’ve hurt 
myself.  And by hurting myself, I don’t mean self-inflicting.   Well, you write down some 
of it.  Some if it you just, you have to come clean to yourself.  Some of it.  You bring out 
what you’re comfortable with.  And it’s a character building exercise.  And when you do 
your self-inventory, that’s what you’re doing.  You’re rebuilding your own character.  
Because you have to come clean to yourself .  But there’s certain things that’ll happen, 
and you’ll have to look back and see what it was.  Recollecting it isn’t easy to do, you 
have to go back.  And that’s why one of the things they tell you to do in long term 
therapy is to write it down, you write down everything.  And you have to write your life 
story.   
 
Steve’s experience in this type of counseling was also very systematic, and when he 

reviewed it with his counselor, they took the next step in deciding where to go from there.  Steve 

stated that when he first came into counseling, he went through several stages with his counselor.  

He said that at the beginning, the counselor asked him to do a summary of his military 

experiences beginning at the time he was deployed to Vietnam until he retired.  Silver revealed 

that this process took several months.  He stated that after he completed that stage of the 

counseling process he was able to look at his experiences more objectively and in retrospect, 

Silver stated that there were some incidents that should never have happened.  He continued on to  

explain that he that he then, with his counselor’s assistance had to look at everything that had 

happened and everything that he had done, he revealed after that they tried to figure out where do 
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go from there. 

Cognitive Behavioral 

As noted in the literature, cognitive behavioral therapy has been described as the most 

successful treatment modality in working with PTSD.  One technique of cognitive behavioral 

therapy is home work and assignments given by the counselor.  Three of this study’s participants 

reported they engaged in a form of cognitive behavioral therapy.  One of the participants, Mark, 

reported several assignments such as exercising and journaling.  Mark reported that he began to 

lose his hearing and had to learn sign language.  He said this had a very therapeutic effect on him, 

so his counselor at a Veteran Center suggested that he use his sign language books when he 

encountered “triggers” that upset him.  Mark stated that this assignment helped him to express 

himself better.  Mark reported this really worked for him. Marks’ assignments were not at all 

typical, but he noted that they were effective for him.   

Jim reported several homework assignments that were more traditional than Mark’s, they 

were exercising and journaling.  Jim further revealed that he was also given the assignment of  

keeping track of the dreams he was having.  Jim stated that the assignment of exercising was a 

general assignment, and it wasn’t a complete direction of which exercises to do or for how long, 

he stated it was more like, “make sure you’re getting out and exercising.”  Jim also stated that he 

was given the assignment of talking to someone when he felt himself isolating.  He also reported 

that when he was given the assignment to journal he did not comply because he just did not want 

to. 

John was another participant who was also given some assignments by his therapist.  

John admitted that he tried to engage in some of his homework assignments, but they were not all 

as effective. 

John:  Sometimes they say to work on things outside of counseling in our lives, I don’t 
always do it.  They say try to work on blah blah blah and sometimes I try it.  If it didn’t 
work for me I just say it didn’t work, but I tried. 
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 REMD  
 None of the participants reported receiving the traditional Random Eye Movement 

Desensitization, (REMD) treatment, but Mark did report a variation of this technique 

recommended by his counselor and based on the same principle of rhythm. 

Mark:  Are you familiar with the desensitization stuff? 

 Researcher: Yes 

Mark:  Well my counselor explained all this to me ‘cause she’s sort of trying to do that.  
And it’s the rhythmic part of it.  One of the things about it is because the rhythmic 
movement and everything, it’s just like horseback riding, and one of the things I noticed 
in my internship with horse therapy was a lot of their clients had that trauma, you know, 
and while they were on the horse they were interacting with the horse trainer that leads 
the horse.  And they start processing all of this stuff and nobody’s asking them questions 
or anything and they are actually processing all of the internal stuff that is coming out.  
With seeing that and my counselor telling me about the rhythmic stuff she suggested that 
I have one of those rocking recliners, and that’s what I’ll do, I’ll go in there and just start 
rocking.  And it helps.  And the weird thing is I’ll always ask myself, why am I always so 
different when I do this rocking, And it’s that rhythmic stuff I realize is the thing, cause I 
just start processing, I’m not thinking about anything specifically.  And my counselor 
told me that they’ve got, well I don’t know about the research, they probably got clinical 
findings or whatever, but the brain is actually responding.  One of the things I’d be out 
there walking, and one of the things I found as I was walking out in the pasture by the 
horse, I started processing.  So I also found that you can process just by being out there. 
For me it was very therapeutic. I was very surprised by that.  It’s the same kind of 
calming, just talking with the horse, the rhythm of the horse’s gait.  And one of the 
reasons why my counselor wants to do some of the Equine Assisted Therapy is because 
of the calming rhythm, and that’s not traditional office with somebody asking you 
questions, so it’s a lot less stigmatized. 
 

Interview Question #2  

Please describe the results you experienced from receiving these treatments. 

 Effects of Treatment.  Since there are different types of treatment for PTSD; there are 

also different outcomes of treatment.  The theme, effects of counseling, was the fifth theme to 

emerge while analyzing the data collected.  There are nine subthemes including, (1) 

understanding, (2) acceptance from others, (3) trust, (4) depression, (5) sleep, (6) family relations, 

(7) coping, (8) employment/education and (9) conspicuously omitted.  
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Understanding 

 PTSD is complex; those diagnosed with the disorder are often confused by their own 

thoughts and action.  One of the results from counseling is a greater understanding of the disorder 

and how it effects the individual.   

John disclosed this understanding and how it contributes to his being more tolerant of 

others. 

John:  I began to understand better, understand myself and other people, it’s just not me.  
I’m more tolerant, of people making mistakes, I’m more at ease.  I still have issues. 
 
Both Mark and Bill described the information they received in counseling as assisting 

them in understanding PTSD. 

Mark: I trust my counselor, this physical space is probably you know like a retreat.  And 
also you know, if I’ve got questions, cause there’s been a lot of things over time where I 
simply realize that’s what that is, and I can come in and talk to them and they say yes 
that’s what that is, and you can get some kind of feedback and it helps you to understand 
better why you do what you do and that you’re not just some kind of psychopath or 
whatever, that it’s the result of PTSD. 
 
Bill: I would say to my counselor, look is this just me being paranoid with PTSD or do I 
have some real concerns here that I need to look at?  He’ll give me an honest opinion, 
and I’ll act on it.  Because he helps me to understand if it’s part of my PTSD or another 
problem.  
  
In Dennis’s statement, he reveals coming to the understanding that his behavior is a direct 

result of PTSD. 

Dennis:  The changing is as I’m addressing something.  I’m coming to terms with there 
probably is something wrong, I don’t act right you know.  Now I know it’s cause of the 
PTSD.   

 
Acceptance from Others 

 In suffering from PTSD, there can be a sense of isolation, which John describes in his 

statements as wondering if he was the only one, but as these data reveal, he wasn’t the only one, 

and six of the eight participants reported feeling the same way.  As John and Steve  revealed, 

96 



  Texas Tech University, Heather C. West, December 2010     

when they went to a Veteran Center, they found others like them that shared the same diagnoses. 

 John further explained that he had feelings of being the only one with PTSD but knew 

that could not be true because there were so many others going through the same experiences in 

Vietnam.  He also revealed that when he went to a Veteran Center for the first time, he walked in 

and was relieved to find others who had suffered from the same conditions that he had, he said 

that’s when he really knew he wasn’t alone. 

 Steve’s experience was similar to John’s in that he stated when he went to a Veteran 

Center, he was able to really relate to somebody else.  He further explained that he relates more to 

Vietnam Veterans than civilians.  Steve stated the reason for this is because even though another 

Veteran’s experiences are not exactly the same as his, he states there still is a brotherhood.  He 

also stated that it did not matter which branch of the service the other veteran was in, there still 

existed a bond between one Vietnam veteran and another.  Steve also made an interesting point 

that even though out in public he feels more comfortable talking to a Vietnam veteran than a 

civilian, he still does not speak with them about what happened in the Vietnam War.   

 Bill explained that there was a mutual respect between people in the military and because 

of this he felt comfortable opening up to the counselors and other clients at the Veteran Center he 

attended.  David concurred with Bill’s statement and reported the following. 

David:  The Veteran Center had counselors that were veterans.  They could relate.  My 
counselor was effective and could communicate directly with us.  You have to be one in 
order to know how to help, if you have been in war yourself, and you have struggled, and 
you have done something to earn credentials, you can help others, that’s the kind of help 
we need.  It has helped immensely because the staff here is very compassionate.  They 
are veterans themselves so they know what war is.  They may not have experienced it 
like we did, but they know. 
 
Trust 

Dennis describes how he was able to trust people and form close relations before the 

Vietnam War and how, through significant events, lost that until he came to the Veteran Center 

and found people who had endured many of the same experiences.  Dennis described his trust in  
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people at Veteran Centers as immediate.  Upon further probing, Dennis stated that even though he 

found a group of people and a place where he felt he could trust again he has still not been able to 

form trusting relationships outside of the Veteran Center. 

Dennis:  I didn’t really have any trust in anything and anybody.  Seemed like, it’s like 
you know, I know they’re going to fail me.  You know, just wait, how long, when is it.  
And when it happens, I knew it all along, so I don’t have no trust.  It’s going to fail.  With 
your friends in Vietnam,, a bond, you know we’re going to stay in this together.  
Somebody gets killed; they’re down, and you know you weren’t a man to your word.  
You died on me.  You know, getting close, I learned not to make friends.  I had friends 
before I went to Vietnam, those guys, a close knit group of guys.  But trusting, and 
making friends, I had not made a new friend in 40 years.  When I walk in here, it was an 
immediate trust, when I walked in and talked to the guys, you know, when somebody is 
experiencing the same things you are, you can really relate.  There are some personal 
things that you would like to know.  There’s no subject that we can’t go over. 
 
Researcher:  Has the counseling helped you trust anybody else outside of the Vet 
Center? 
 
Dennis:   No, I still haven’t really even considered making new trusts with anybody. 
Although Dennis found an immediate trust at the Veteran Center, John found trust but it 
wasn’t immediate; on the contrary, John reports a certain cautiousness in entering into 
trust relationships. He describes the development of trust in individual counseling as 
taking about a year before he was able to open up. 
 
Jim was very up-front about having issues with trust, he states that it took him a year to 

divulge his Vietnam experiences to his counselor. 

Jim:  In counseling, the thing is I didn’t want to tell them everything.  I gave them bits 
and pieces.  Because I still didn’t want to open up because I have trust issues.  So how 
much should I tell them, and how much will they understand what I tell them.  I don’t 
know them, they don’t know me.  So they either believe me or don’t believe me.  It took 
me about a year to get the whole thing out.  
 
John describes the group counseling as the major catalyst allowing him to trust.  John  

said that although he felt he still could trust cautiously in the beginning, he could trust them with 

his life.  John gave two reasons for being able to develop trust in group counseling.  One reason 

for being able to develop trust in group counseling was because all participants were ex-military 

and could therefore identify with his experiences.  The other reason was feeling certain of  
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confidentiality, knowing that anything shared in the group would not be repeated outside of 

counseling. 

John: And I didn’t want to do group counseling.  I didn’t know what it was about and 
again, I didn’t want people to know my story, my problem, I’ll take care of it.  But the 
group has helped me with trust, I trust them with my life.  There is about is about 10 or 
12 of us in the group and I would trust them with my life.  If something were to come up 
I know they would probably have my back.  But as far as, I trust them, but not 100% with 
my life, my personal life. I think it takes a lot to work through that as far as how much I 
can trust someone what I can tell them what I can’ t tell them, or what I want to tell them, 
it could take a month maybe years, depends on the individual.  I have known people one 
day and could talk to them, if they are ex-military.  Guys here ya know they can walk in 
and tell us their story, I think it’s because of the atmosphere.  If they don’t tell us their 
story on the first day, they can tell it on their second trip.  We all know what we say here 
stays here, and we have all been through what you’re going through.  
 

 Mark explained how the counselors’ military experience led him to be able to develop 

trust because he didn’t have to overly explain himself; he already knew she was aware of the 

military experience. 

 Mark:  She understands; she doesn’t have to ask a bunch of questions, and she 
understands what’s going on.  And when you have to start explaining to somebody like 
what is this PTSD?  I mean what do you experience?  How do you feel? Why does it 
happen?  You know, it just makes things worse, cause you don’t necessarily want to have 
to be explaining it to anybody.  Part of it is because they have the military background 
and you don’t have to explain that military culture to her.  She understands that like the 
military culture cause she’s been there. 
 
Bill made a simple statement that spoke volumes about confidentiality and trust. 
 
Bill:  Having a place to vent, knowing that if I decide to go back 40 years to what 
happened, what comes out here stays here.  It doesn’t go anywhere else.   

 
Depression 

 Depression is another symptom of PTSD.  When asked how he was able to deal with 

depression since counseling, Bill reported that he now has a cognitive understanding of 

depression and even described it as a friend.  He further stated that he felt as though he could 

count on depression, he said that it stayed with him as a constant and was not a surprise.  He also  
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said that he would try not to let his emotions get too high and that he tried to stay level 

John also verbalized a greater understanding of his depression through counseling and 

learning skills , giving him tools to be able to deal with it.  

John:  I was not depressed all the time; it would just hit me at certain times.  I hear 
certain things, see certain things and it just hits me like boom, and I didn’t understand it, 
and after talking to the counselor I started to understand it and started working with that 
and I began to  come out of it (the depression) faster than I used to.  I learned from these 
guys (Vet Center Counselors)  not to fight it, just to let it come in, ok do your thing and 
go, instead of me fighting myself the whole time.   
 
Sleep 

Throughout the interviews, sleep problems seemed to be an issue that were addressed in 

counseling by all participants.  John describes his beliefs of the origins of sleep problems as being 

originated from his experiences in Vietnam.      

John:  I don’t sleep much; I wake up a lot, I think a lot of that goes back to Vietnam.  We 
had to constantly be alert; we would only sleep for two hours and then go out on guard 
duty for two hours and then sleep for two hours and go back.  So you never had a night 
off except once a month we would go back to the rear and have three days to do whatever 
we wanted.  We would get crazy for three days.  We did everything; we still didn’t sleep 
because we were mostly drunk, we would pass out.  I worked with no sleep. I just do the 
best I can.  
 
John continued on to discuss the results of many counseling techniques to address his 

sleep issues.  John concluded that counseling did not help these issues.  

John:  In counseling, they gave me some things to try and help with the sleep, 
meditation, tapes, nothing helped.  Ya know those smooth tapes, nothing worked. 
 
Family Relationships 

 Family dynamics can be complex and difficult under the best circumstances.  When 

PTSD is added into family dynamics, relationships are often damaged, and sometimes the 

damage is permanent.  As with many of the participants, family relations improved through their 

counseling from the Veteran Center.  Mark described his relationship with his children prior to 

counseling as “bad.”  Mark described realizations brought forth through counseling about PTSD, 
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and the effects of it on his behavior and subsequently on his relationships with his children.  He 

also stated that although his relationships with some of his children have improved, counseling 

has not improved his relationships with all of his children. Mark did state that even though he still 

has a difficult relationship with some of his children, he has been able to discuss this in 

counseling and gain a better understanding of the role PTSD has played in those relationships. 

Mark:  I had really bad relationships with my children.  I even think some of my children 
have second hand PTSD because of being around me.  Counseling has helped with that, 
but uh, not all of them, as a couple of them have responded and can see that this wasn’t 
the real person, this is just the PTSD.  And some of the other ones you know, have some 
relationships with them but not too much.  One particularly, it helped me.   I don’t think it 
helped my daughter, but it helps me.  Because I realized, you know, I really didn’t do 
anything.  Yeah, I have problems, but it’s not like I was consciously plotting to do 
something and carrying it out.  And for my daughter, I guess I’ve never had her tell me 
what it is, I just think it’s emotional trauma because of the way I was behaving.  I mean, 
there was never any physical or sexual trauma.  I would go into these rages or when I was 
out of control and that kind of stuff, most likely caused some emotional trauma there.  So 
she’s just happy without having a relationship with me.  Another thing is I don’t really 
trust her anyway because she has not been very truthful to me.  So whenever I have 
interactions with her, I just expect her to lie.  But anyway, the counselor helped me to talk 
to her about that, and the counselor also helped me to realize that hey I really didn’t do 
anything in terms of conscious decisions.  Yeah, I did do some things in terms of my 
behavior, but it was all part of the PTSD.  

And another thing is one of the things I know that I’ve had an advantage that 
other guys haven’t had is a stable relationship with my wife.  I know if I hadn’t had that, 
if I didn’t have her to keep me going, I’d be a mess.   And you know, I’ve got fairly good 
relationships with a couple of the kids, and we’re still working through some of that stuff 
in the past, but it’s my wife.  ‘Cause I see a lot of guys coming in here, and either they’re 
divorced or they have really big conflict problems in their family relations and things like 
that.  And that’s made a big difference for me.   

 
Dennis describes how his family believes that he returned from Vietnam “a different 

person.” 

Dennis:  My sister said, this was a long time ago, the one that’s deceased now, that I 
wasn’t the same person.  I wasn’t their brother.  I’m totally different from when I left.  
You know, and I can see that.  I was thinking I’m the same. You now, my reactions to 
certain things that they say, I was totally different. 
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 Dennis further explained that through counseling he was better able to understand PTSD 

and therefore educate his family on PTSD, and this brought out empathy from them on what he 

was experiencing.  

Dennis: But counseling helped, it helped about like it did for me, probably 100%.  By 
just going home and sharing with them what I learned and what I’m dealing with, helped 
them to understand. 
 
When discussing with Bill the effects counseling had on his relationships, he stated the 

following: 

Bill:  Counseling made me a little more compassionate toward people in some instances, 
in some it didn’t.  My family wanted to know why I turned out like I did, they didn’t like 
the answers.  I went to Vietnam when I was just 17 years old.  I got a hell of an education 
there.  I look at kids now, eighteen year old, oh I’m just eighteen.  So?  I say grow up.  I 
don’t have any patience for that.  I have been married six times, a lot of divorces are from 
the PTSD.  Since I came to counseling, I have been married to the same woman for 17 
years.  She’s from Louisiana, and she doesn’t put up with my shit.  She, I love her to 
death, and she uh, I gave her permission to as soon as I start getting out of hand, pull me 
aside and let me know.  We had this understanding, I gave her permission to take a stand 
on my PTSD.  She means the world to me.  So it’s hard to find a good one, a good 
relationship that will last.  
 
Steve explained the difficulty he experienced in sharing his experiences in Vietnam.  He 

said there are many things he still is not comfortable sharing with his family but that he has now 

shared more with his wife and therefore she has a greater understanding of PTSD and some of its 

symptoms such as flashbacks. 

Steve:  As far as with my wife.  My wife’s a Vietnam vet’s daughter, and then her 
husband’s a Vietnam vet.  She went through her father and with me.  So it’s been hard for 
us, ‘cause she’s had to deal with me.  And for her, the only way some of the stuff that I  
went through too, but she’s dealt with me.  My children they don’t understand a lot of it.   
I don’t tell them a lot.  My wife doesn’t know a lot of what happened.  I don’t think my 
family, a lot of what I discuss, could handle that.  My daughter will tell me she can 
handle anything, but she’s never heard what happened.  My wife and I talked a little bit 
about what went on, some of the minor stuff, nothing that I consider dangerous.   But 
now she knows what happened there.  She knows one of the reasons why I am, a 
helicopter flies over me, and I’m uptight.  She understand the reasons.  So I tell her 
certain things, but there are certain things, she doesn’t need to know about.   
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John was very open in discussing his family and the difficulties he experienced in 

parenting before counseling.  This researcher noted that he was visibly upset in showing the 

mistakes he made as a parent when his children were younger. 

John:  We never really talked about problems; my family had no idea about my 
problems, they still don’t.  My boys know, I finally got around to telling them these last 
few years.  I treated them really bad when they were little, not really bad but it would 
have been better.  Of course I was dealing with some demons that I didn’t know how to 
deal with and I took it out on them a lot of times, not I didn’t hit them ya know but I did 
spank them. I was always drinking, I was drunk a lot of times, I could have done better. 
I am more open in the rest of my life, I say more to my family especially in the last two 
years, and I understand the guys in the group more.  I see their lives and my life and I, my 
life is not bad as a lot of theirs.  It has helped my family life to a certain extent.  I still 
don’t tell them a lot of things It’s not that they can’t help me fix my problems it’s just 
that I know what my problems are, and they can’t fix my problems, and I understand they 
have their own lives, they have their own problems. I don’t want my kids to feel like they 
need to worry about me or take care of me.   
 
Coping 

Many people diagnosed with PTSD may find themselves in situations they are unable to 

rationally cope with.  Many participants describe themselves as quick to anger, to violence in 

difficult situations.  One effect of counseling that has been explained by several participants is a 

new ability to cognitively processes situations calmly as opposed to escalating situations with 

anger and violence.   

 Bill stated that following counseling he no longer reacts quickly to problems.  Now he 

takes time to examine the situation at hand and tries to make rational decisions.  He also contends 

that he avoids physical confrontations, whereas before counseling, he sought them. 

Bill:  I realize that I won’t get any better; the only thing I get better at is coping.  And I 
have gotten to where I don’t react to the situations as much as I back up and I’ll take the 
time and I’ll act on it after I’ve looked at it from all directions, then I’ll take the course of 
action.  I’ll act upon a problem rather than react to it.  Instead of just making that snap 
decision and going off and losing my temper, you know, whatever, taking a little more 
time, giving it a lot more thought, and age has something to do with that too.  I avoid 
confrontation now.  If I see a confrontation coming.  I’m going to do everything I can to 
get out of it, as far as a physical confrontation.  The counselor told me that instead of 
making those snap decisions, you’re going to have to slow down.  You’re going to have 
to stop, you’re going to have to look at it, you’re going to have to really think about it.  
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And I said ok.  So that’s where it started.  Now I try to look at things from a different 
viewpoint.  I try to put myself in their personal situation where I’m seeing the big picture, 
and I’ve gotten better at it. 
 
Violence was a reaction that Steve automatically went to when angered.  He describes a 

couple of situation where this was his immediate reaction.  Steve continued on in his statement to 

reveal how counseling helped him to become aware of this and change his reactions. 

Steve:  Like when I was driving, somebody pulls out in front of you unexpectedly, I want 
to go beat them.  I learned I couldn’t do that, I had to watch my temper.  It was things that 
would set you off, I don’t know if you’ve ever heard the phrase, you go from zero to rage 
in 3.5 seconds, and that’s the way I was.  

 One that got to me and I guess it always will,, is somebody calling me a baby 
killer.  And my brother did that.  I thought I was going to put him through a kitchen 
window.  If it hadn’t been for my mother, I probably would have.  So I have to watch 
what people say around me, and they helped me to avoid those situations where okay, 
instead of doing it first, think about it, think about what you’re going to do.  Now if I had 
a problem I’d come over there and discuss it with you.  It may be just to get it off my 
chest, or it may be something that they can help it get settled in my own mind. 

 
Mark describes his fear of his own rage as the reason he continues to participate in 

counseling. 

Mark:  I couldn’t predict when these things would trigger and I’d go into a rage or 
whatever, and I got to the point where once I got into it I didn’t know what I would do, or 
how it would turn out.  And it got kind of scary.  And so mainly because of that, I keep 
coming here on a weekly basis, you know, this was kind of like my retreat.  I mean I want 
to keep that lifeline there because if something happens and I really start going crazy or 
whatever, acting up or whatever, you know I don’t want to have to be coming back here, 
once a year whatever, to try to reestablish things.  

 
 David attributes his treatment as the reason why he did not hurt himself or end up in  

alcohol rehabilitation. 

David:  I had battles, but eventually the treatment that I was receiving and still am had an 
effect on me.  I did not hurt myself, I did not have to go to treatment for alcohol.   

 
Employment and Education 

Upon returning from the Vietnam War, veterans were faced with two career options, 

either go to college or join the workforce.  For people with PTSD, both of these were a struggle.  
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 Counseling from the Veteran Centers assisted veterans in problems that arose in trying to 

return to the classroom and work while dealing with the symptoms of PTSD. 

 Mark returned to college after retirement from being a professional pilot and was faced 

with some unique challenges.  Counseling gave him a format to talk through his challenges, and 

he stated that counseling was a contributing factor in him being able to complete his education.   

 Mark reported that when he initially returned to college to complete his education he felt 

very uncomfortable being on a college campus with a lot of people and most of them being 

between 20 and 30 years younger than he was.  He stated that going back to the classroom, 

especially the first week, was a difficult experience, but that being able to go to a Veteran Center 

and discuss his concerns with his counselor help him to keep going. 

Bill was not able to complete his education but attributes his motivation for even trying to 

the counseling he received.  Bill revealed that he wanted to stay in the military, but he said there 

was nothing left for him to do at that time in the military.  Bill also stated that he wasn’t ready to 

commit to an education at that time, either, because it was too difficult for him to sit in a 

classroom.  Bill stated that he felt he was “wired too tight, had seen too much and was literally 

coming apart at the seams.”   These feelings would not allow him to return to college right away.   

After time went by, Bill did return to college as a geology major.  Bill said that 

counseling helped him in that the counseling gave him the curiosity to seek to learn some things  

that would benefit him.  Bill continued on to report that he later had to withdraw from the 

university because he had a family to take care of  and needed to go back to work. 

Another participant that benefitted from educational counseling from a Veteran Center 

was David.  He attributed the help he needed to get his degree to counseling.  The following is an 

excerpt of the verbatim text of David’s account of this counseling. 

David:  Counseling opened the door for me to be able to seek full treatment and to utilize 
my benefits.  I went to the army in the first place to get GI benefits to go to school, and I 
did that.  I was struggling because I had PTSD, I had a very difficult time in asses in 
learning because I had PTSD.  I wasn’t always about to complete assignment before  
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counseling because I was drinking and trying to go to school, and If I had had the 
attention that I needed when I first went, I would have been able to go to school and 
graduate when I was supposed to graduate.  I ended up dropping out after five years and 
returned to get my degree because I know somewhere along the line my skills as a 
Veteran would be needed to help other veterans.  The counseling that I got here helped 
me not to give up.  Especially because even under the circumstances I managed to get a 
degree. 
 I managed to gain jobs without quitting or getting fired because of my PTSD I 
had a difficult time getting along with my supervisors; we always clashed.  So before 
counseling, I struggled to get jobs, and I struggled to keep jobs.  I was fired maybe five or 
six times before counseling. Or I would walk away from them and say to hell with it.  I 
think I was on unemployment maybe seven different times.  Right after the war I had 
some learning disabilities in school.  The odds of any individual going back to school are 
difficult, but I wanted to be prepared, you don’t go into the dessert without any water.  So 
I developed my study skills.  I looked at it as a mission.  My accumulative GPA before 
counseling was a one.  But the remaining hours was 3.7 and I worked my ass off, applied 
myself.   I was never late.  It allowed me to extend myself, this was partly because of my 
Vietnam skill, and I was in counseling during this time, and it helped me and helped other 
vets for one of their own to be in school.  
 
Flashbacks 

 Many people who are victims of PTSD suffer from flashbacks.  Flashbacks occur when 

something triggers a memory from the traumatic event.  Those individuals who experience 

flashbacks believe for a brief time that they are actually experiencing their memories in the here 

and now.  Three of this study’s participants reported experiencing flashbacks.  Counseling has 

helped Sliver to identify what triggers induced flashbacks for him; counseling also educated him 

as to what triggers are so he could recognize them when he experienced them. 

Steve:  At the time, I had a lot of flashbacks.  We worked on those.  Here is what I felt, 
watch the triggers cause there are certain triggers, certain times of year that are worse 
than others.  So we went through a writing the triggers stages. To know what the triggers 
are.  Like thunderstorms, you hear Boom and you automatically think of B40’s.  That 
loud explosion.  With me, I still wake up today with loud thunderstorms, but now I know 
what they are because I went through certain triggers that would help me. 
 
Gary discussed his triggers that instigate his flashbacks but never mentioned any effects 

of counseling on them. 

Gary: When I see Vietnamese people walking around, sometimes it’s just hard to get out 
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of thinking some are the same age as me, they had to be there . And thoughts go through 
my head, flashbacks, what side did they fight on, were they South Vietnamese, were they 
North Vietnamese, Or guerillas just killing.  I don’t go to oriental eating places, 
 
“Red flags,” is the term Bill used to describe his triggers.  He also stated that counseling 

helped him to identify them. 

Bill:  I can’t get away from the past.  It’s with me every damn day.  I have flashbacks.  I 
have multiple flashbacks every week.  There are some misconceptions about flashbacks.  
They happen between your ears, that’s the only place they can.  Certain stimuli will bring 
them right back.  My counselor helped me to find out what my red flags are.  Your red 
flags start popping up prior to events that have happened in the past coming back.  Red 
flags are things you start looking for. 
 
Hyperarousal 

 The term hyperarousal is used to describe someone who is overly aware of the possibility 

of something going wrong, of constantly being on alert.  Three of the participants reported 

experiencing hyperarousal.  One participant, Steve had previously described experiencing 

flashbacks as well.   

Sliver describes how counseling helped him to overcome self-imposed isolation that he 

was experiencing because of his extreme hyperarousal.  He reported that he used to stay home 

afterward because he would rather stay home than go out, but that since participating in 

counseling, he has been able to leave his home and go out in public.  He states that now he goes 

out with his wife often.  Steve did report, however, that he still “watches his back,” still watches  

what’s going on and that he still sits with his back to a wall and never toward the window to 

protect himself.  Steve stated that this is something he will probably always do.  Bill did conclude 

that as least he can go around other people without wanting to kill them.  

Jim and John both described their dealings with hyperarousal, but did not mention any 

changes in this since they began counseling. 

Jim: Your ability, sleep loss, over alert, getting up in the middle of the night multiple 
times.  I do that all the time.  I get up two or three times a night, and I walk through the 
house to make sure everything’s alright.  I walk through the house with a gun in my hand.  
It’s not what I hear that bothers me, it’s whenever it’s too quiet.  ‘Cause every house has  
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little noises, it’s when those stop that I wonder. Most of the time I’m out like a light, but 
I’ll get up a couple times and go do rounds.  I guess I’ll do that until the day I die, or I 
can’t get up anymore.   
 
John:  I go to a restaurant or where there is a lot of people, I still am uncomfortable.  But 
I don’t like to let people know that I am uncomfortable.  Even to this day I have to find a 
place where I can get out fast.  I have to have an exit plan, in case something happened, it 
only takes me a second to do in my mind.  Some places that I don’t want to be, I just 
make up an excuse so my family will go someplace else; they don’t know it’s because I 
am uncomfortable, but that is just the way I have played the game for 40 years.   

 
Interview Question #3  

What results did you experience from any medications you took for PTSD?  It is 

important to explain that Veteran Centers do not prescribe or dispense medications.  This 

responsibility falls upon private physicians, clinics and Veteran Administration clinics and 

hospitals.  This question is included in this study because when examining treatment of PTSD it 

is imperative to include pharmaceutical therapy.  Pharmaceutical therapy is a major aspect of 

treatment that all participants of this study are engaged in.   

What Are These Drugs Doing To Us?  The next major theme to emerge from the data 

was the negative aspects of taking medications to treat some of the symptoms of PTSD.  In this 

theme there are three subthemes, (1) Unawareness, (2) Guinea Pigs and (3) Zombies. 

Unawareness  

All participants discussed the pharmaceutical treatments they received for PTSD, but the 

surprising results in the data showed that half of the participants were unaware of the what 

medicines had been prescribed for them.   

John:  I can’t remember the names of them. 
 
Dennis:  Um, I forget the name of that medication. 
 
Bill: There are two or three drugs that I can’t take, and don’t ask me because I have no 
idea believe me.  I have been put on so many. 
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Guinea Pigs 

  Many of the participants described themselves as “Guinea pigs”  in regard to the area of 

pharmaceutical treatment.  They explained there often were difficulties experienced in trying to 

find the correct prescription to treat their PTSD symptoms. 

 Bill explained an almost apathetic attitude he encountered from his doctor when he had 

an appointment to get on medication for treating PTSD.  He further explained the negative 

reaction he had to some of the medications through trial and error experiences in trying to get the 

correct mediation and doses. 

Bill: This psychiatrist, the first time I met her, I walked in and she said, what drugs do 
you need, what drugs do you want.  I went what, you’re the psychiatrist, you tell me what 
I need, not what I want, what I need.  And to this day, she will never ask me that question 
again, I go in, I see her and she says how did this work, and this work. I say it’s ok or I 
can’t take this drug, ok and that’s it, and so many I’ve been allergic to.  Some of them I’d 
take and fall down, I do that anyhow, but this was worse, I got dizzy, and I immediately 
was in a chair and I’d sit there for about three hours.  I couldn’t see, I was just dizzy and 
everything; they took me off the drug, marked it down, and said hey you’re allergic to the 
drug.  I say really.  You know, they do their best.   
 
Steve explained his memory loss reaction to medication prescribed to him.  The then 

approached his doctor about changing medication, but the doctor did not comply with his 

requests,  

and the behavior that ensued from Steve grew to dangerous levels.  Steve was then placed in 

Waco as a result of an allergic reaction to the medication. 

Steve:  I told half a dozen people that I was going to bomb the federal building and kill 
one of the counselors.  It started because I was having problems sleeping and stuff, and I 
went to this person at the outpatient clinic which was in the federal building at the time, 
and he gave me a drug.  I couldn’t remember what I was doing.  I don’t remember the 
name of the drug, a something.  And I went in, I said look this isn’t working, I don’t 
remember going to school, I don’t remember.  He says just keep taking the damn drug.  
So I did.  I went to school, I didn’t remember, and then apparently one day I went to 
school and said I was going to kill him and blow up the federal building.  And the next 
thing I know police officers are coming and arresting me, they put me in the hospital in 
the psychiatric ward.  They had a trail, which I didn’t know about, and then I was told 
that what they’re going to do, they’re going to wipe your records clean and you’re going 
to agree to go to 90 days commitment in Waco.  The next morning I was hit with all  
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kinds of drugs, put to sleep and on my way to Waco.  The head of the psychiatric ward 
came in, ‘cause they had taken me off of this drug and put me on some other stuff which 
was working.  He says there was something in that drug, you’re allergic to it, how would 
you like to go home?  I went home the next day. 
 
Mark also described having to change and combine medications in order to find the 

proper medications that were effective for him. 

Mark:  Once I finally started taking the paroxetine particularly, well they started me on 
the paroxetine, and then they added buspirone because the paroxetine wasn’t doing what 
it was supposed to do, so they combined some things. 
 
David was the participant who actually used the term “Guinea pig” in describing his 

challenge in trying to find the correct medication. 

David:   Currently I have been prescribed trazodone for the depression, which has 
helped, but I have to be careful about the drugs prescribed because of my liver.  Plus 
having to go through the different stages of clozapine, it doesn’t work, maybe we will try 
valsartan, valsartan doesn’t work, and we try something else, we are Guinea pigs. 
 

 John described a similar experience in changing medications.  
 

John:  The medications have changed 3 or 4 times since I started taking it because it 
didn’t work.  The ones I started out with I don’t know if it was just a low dosage, and 
they said everyone is different on that, but nothing had changed for me, for months and 
months, not what I felt or what I wanted to do, It just wasn’t working.  So we changed, 
and it helped, but I gained thirty pounds, and so we changed again. 
 
Zombie 

 Several participants describe feelings of or fears of “zombie”-like side effects to 

medications.  “Zombie” like feelings are the feelings of numbness that several participants 

complained of.  Other participants explained they were conscious and worried about their 

medications making them feel this way.  It was interesting to note how many participants actually 

used the word “zombie” to describe numbness effects of medications.  

 Mark described a reluctance to take any prescription medications.  

Mark:  And so this trazodone stuff, I mean, I still get up at night so what do they do, give 
you a bigger dose?  Just completely make a zombie out of you, I don’t know.  But what if 
it doesn’t work, then what do I do?  I guess I don’t want to know if it doesn’t work….  
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Well that’s another thing I realized, ‘cause I was real reluctant to do that (take 
medication), I just got these images of people that are institutionalized and all drugged 
up, and they didn’t even know their were alive or who they are, so I was really reluctant 
to do that for a long time. 
 
Bill states that he cut back on his medication because he did not want to feel numb. 

Bill:  I’ve cut back to a light does of everything.  Everybody says, well this other dose 
would be getter for you.  Call me a masochistic, I like to experience a little, I’m already 
numb enough. 
 
David noted that veterans do not want to feel numb; they want to be able to function 

normally. 

David:  Because of the nightmares and emotional problems I was on clozapine for 
sleeping purposes and it knocked me out, and that’s important because we don’t want to 
be zombies; we want to function properly, but it helped. 
 
Dennis stated he became emotionless on medication and feared long term use would lead 

to being institutionalized. 

Dennis:  Uh, it made me more or less a zombie.  If I took it, I’d be ready to go to bed.  It 
kind of made me emotionless.  You know, it kind of “zombietized” me through the day.  I 
didn’t really want to do anything but sit and watch T.V. and I’d end up going to sleep 
because you know, I’m really relaxed on it.  It’s just the long term idea of taking that 
medicine.  In my mind, I’ll never get off, and they’ll have to lock me up in an asylum, 
that’s what I’m thinking.  You know, don’t want to go down there.  

   
Results of Symptoms Targeted.  The next theme that emerged were the results of 

symptoms targeted by medications.  Prescription medications are given to veterans with PTSD 

they are prescribed for treating specific symptoms as opposed to one medication to just treat the 

entire PTSD diagnosis.  There exists three subthemes in this theme, they are, (1) sleep, (2) 

depression and (3) anxiety and anger. 

Sleep 

 Sleep disturbances seem to affect the majority of people diagnosed with PTSD.  Several 

of the participants discussed pharmaceutical therapy for sleep disturbances; all stated that the 

medications prescribed to them had helpful effects. 
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 Steve stated that his sleep medication is effective for sleep, but not effective at blocking 

out the nightmares he experiences.  

Steve:  I’m on trazodone, I’ve been on it constantly for about eight or nine years.  The 
doctor wanted me to change over, I told her no because I don’t want to get attached to a 
habit drug.  I’m handling it, sometimes it’s hard but I’m handling it.  All my other stuff 
reads as needed except for my trazodone which is every night before I go to sleep, but it 
don’t work to not have dreams.  But it helps me to sleep. 
 
Dennis concurred with Steve in that the medications did help him to sleep. 
 
Dennis:  And this has been forever, I can’t hardly sleep at night.  That’s one thing that 
the medication did do for me, it helped me sleep.  
  
Bill had a different response from Steve; he stated that the medication effects did block 

out his nightmares. 

Bill:  One of the medications numbs out the recurring nightmares. 
 
Mark stated that the medications have basically not had any effect on his sleep 

disturbances.  He still reports he cannot sleep through the night; he has nightmares and night 

sweats. 

Mark:  They have got me on trazodone, it’s for sleep, and I’m not sure that works.  
Maybe it does.  I just, because I can’t sleep through the night, I’ll wake up, have 
nightmares, and I’ll wake up sweating and all of that stuff.  I get up and get out of bed,  
cause I’ll wake my wife up if I try to lay there.  I’ll go in the den and get in the recliner 
and doze off after a while.  
 
Depression 

 Depression is also a common symptom of PTSD and one that is often treated with 

medications.  Many of the participants described symptoms of depression during the interviews, 

but three participants, John, Dennis and Bill revealed that they have taken medications to treat the 

bouts of depression.   

 John discusses his bouts with depression as coming on when he recalls memories of other 

soldiers who died in the line of duty.  He explained that his medications have the effect of  
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allowing him to accept his memories in a more positive way.  John stated that the medications he 

was taking were more for anxiety and depression.  He said that he was not depressed all the time, 

that depression would just hit him at certain times.  These episodes of depression would come 

about at times when he would see certain things that would cause him to remember difficult 

things about his experiences in Vietnam, especially remembering when friends died in combat.  

John also revealed that at certain times of the year he felt more depressed than others. 

 John also said that since he has been taking medication, he is now able to still have those 

same memories, but without the hurt and depression that used to accompany them.  John revealed 

that this is much better for him because he can remember his fallen friends with good memories. 

Dennis describes the effects of his medication as calming.  He did not talk, as John 

previously did, about any triggers to his bouts of depression, Dennis’s statements were more 

focused on his fears of the side effects of the medication.  Dennis said that he was scared and 

reluctant to take depression medication because he had heard other people talk about negative 

effects as well as witness other people having negative reactions to medications that were worse 

than how they had previously been before they took medication. 

Dennis described his experience on medication as calming, but he added that when he 

would stop taking it, he would become very angry and even look for things to become angry 

about, so he stays on the medication. 

Bill’s reaction to depression medication was relatively similar to Dennis’s reaction in that 

Bill reported that the effect of his medication “takes the edge off.”  The medication that Bill takes 

for depression is Paxil.  He also stated that it helps him to feel “leveled out.” 

Anxiety and Anger 

 Both Steve and Bill stated they took the medication diazipan for anxiety.  They both 

described positive effects in that it helped them to manage their anxiety and anger. 

Steve:  My diazipan, is as needed.  I take them when I’m uptight, really nervous or when 
I just feel like I’m about ready to blow.  I’ll take one of those and I’ll go down to my 
backroom and I’ll play on my computer; let me alone for a couple of hours, and I’m 
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alright.  
  
Bill:  They prescribed me diazipan for nerves, anxiety, and also it’s a muscle relaxant, it’s 
worked. 
 
Mark describes bouts of uncontrollable anger.  He states that because of the medication 

he has now been able to deal with his anger in a more appropriate manner.   

Mark:  My rage things have been down, I mean real down, I don’t have those rage 
things.  I might have them once in a while, I should say a lot.  I might have something 
that starts to trigger it, but like I was telling you, when I go into those rages, I didn’t 
know when they were going to happen, and when they did happen I had no control, I was 
just going crazy, you know.  And I’d go crazy until whatever happened stopped, I didn’t 
know when it was going to stop, but I have not had one of those since I started taking the 
medication.  And like I said, that was really, it even scared me.  And if anything that’s 
one of the things that I’ve been the happiest about, because there have been times where I 
thought, oh they’re just not really doing anything and I remember we took a trip last 
summer and I forgot to take my medication with me.  And we were only gone two weeks, 
but by the end of that first week I was messed up.  And my wife said we’re going to get 
you home and we’re going to get you on that medicine and you’re not going to ever get 
off.  Because it wasn’t just me, she was seeing it.  Just any little thing would just trigger 
me into rage.  You know we had a GPS (Global Positioning Satellite) in the car, and we’d 
get turned around so I’d try to reprogram the GPS and ended up beating the GPS, I was 
all messed up, too.  But that was because I wasn’t on that medication, you know, and it  
would be just little things like that.  I wouldn’t even think about it, I’m going to beat this 
thing up and then the next thing I know I’m in one of those rage things.  But when I’m on 
the medication, it really make a difference.  And I’m a believer in that now. 

 
 John’s situation is similar to Mark’s in that the effects of his medications allowed him not 

to go into a rage over simple issues such as driving. 

John: The meds I am on now balanced me out. I am more level now, and it’s a lot better. 
 

Researcher:  How is it better? 
 

John:  Well I get really frustrated.  I have a lot of road rage; now I don’t have it so often.  
And I don’t feel like doing anything about it when I do have it;  99% I’m by myself so I 
scream and holler and call everybody what they are.  It has decreased my anger by about 
25%.   
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Interview Question #4  

  As a veteran, what needs do you still have that could be addressed by the Veteran 

Centers?   In a comprehensive examination of the phenomenological view of veterans on PTSD 

treatment, it is necessary to give the participants a forum to present their continuing needs. 

Continued Support.  Another theme that is derived from the data is continued support.  

At one time or another throughout the interview, each participant stated how much they needed 

the support of Veteran Centers, and how much Veteran Centers have had a positive effect on their 

lives.  It is evident by the following sections of data that the veterans want the support Veteran 

Centers provide to continue.  

John:  I’m going to say I don’t need any more help, but I am still going to come,  just 
don’t think I need anything different.  I’m not at the top of the level as far as counseling 
wise.  I know that you have to get it out as far as the frustration and what happened that 
week, so coming in for counseling basically is what I still need.  I just get to let every  
thing out, and I feel better for the rest of the week.  Basically when I don’t come and 
something happens, I am anxious to have the next meeting so I can let that out because 
this is the only place that understands what I am talking about.  So its continued support 
and ideas, what would be different if you did it like this.  I don’t think I would change 
much.   
 
David:  The Veteran Center has counselors that were veterans, they can relate and 
communicate directly with us.  You have to be one in order to know how to help, if you 
have been in war yourself and you have struggled, and you have done something to earn 
credentials, you can help others, that’s the kind of help we need.  If you treat veterans like 
they are supposed to be treated then you will have them continue to be contributing 
members of society, and there are a lot of veterans that give up and die because they did 
not receive their services they were promised.   
 
Mark:  Well, I don’t know, ‘cause like I said, the main reason I come here is because I 
know that I have got to have this lifestyle.  Between my wife, the medications, and the 
vet center, I’m ok.  And so it’s not so much for continuous treatment, as what the Vet 
center provides for me is just safeness and connections to help, that I want to keep happy 
and alive instead of just you know it dry up.  ‘Cause like there are some guys that stop 
coming back and they think oh I can handle it and something happens and they come 
back.  Well the counselors they’ll help them, but the history’s gone now.  And you got to 
start all over again.  So for me, this is just a safe place for me and they’re really good 
people. And I trust them. 
 
Steve:  Just being here is the best they can do.  It’s the kind of situation that these young  
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troops need today, this kind of area where they can come in and talk to somebody.   
 
Make It Easier.  The final theme that emerged from analysis of the data is to make it 

easier to receive treatment.  The first theme from the data was the difficulty many of the veterans 

encountered in order to get treatment.  Making it easier to receive treatment ensues from this 

because of these difficulties.  Two subthemes in this area are, (1) consolidation and (2) “cutting 

through the red tape.”   

Consolidation  

Currently most veterans receive their medications from an outpatient clinic and their 

PTSD counseling from Veteran Centers.  The idea of consolidating these services surfaced in 

response to this question by David, one of the participants.  David stated that he felt veterans need 

one place to go that would take care of all of their medical and psychological needs.  He also 

expressed the need for solid treatment programs instead of experimenting with medications.  In 

his statement about this treatment place, he also stated that the place should meet the occupation 

needs of the veteran as well.  David stated that to have a place like this would allow the Veteran 

to be treated as a whole person, and that it would take the burden off the veteran to have to go to 

so many places for medical and psychological services. 

 Red Tape 

 Cutting through the red tape is the idea that if there was less bureaucracy it would be 

easier to access treatment for PTSD. 

David:  The bureaucracy is too thick, so if you shorten the time span it would help and it 
is getting better, but it’s not good enough for the previous population that still needs to be 
taken care of.  
 
Some veterans feel that the red tape in the form of paperwork necessary to receive 

treatment is not held completely confidential and Sliver expressed being uncomfortable with this 

exposure. 

Steve:  Unfortunately, you have to put everything on a form before you get to talk to 
somebody.  So anybody can get that information, any federal agency can get that 
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information.  I don’t like that, I don’t agree with that.  But it’s this kind of area is what 
we need.  We didn’t have it when we first came back but these guys do now.   
 
Summary.  The results offered insight into the experience of combat veterans as they go 

through counseling for PTSD. This chapter presented the data obtained from the transcribed 

responses of  in-depth individual interviews as well as the reflective writings of the researcher 

after the in-depth interviews with Vietnam combat veterans with PTSD.  The results of this study 

indicated several emergent themes as they pertained to the research question including: The 

difficult road to treatment, The realization of needing help, The Veteran Centers, Counseling, The 

effects of treatment, Results of targeted symptoms, Continued support, and Making it easier.  

Taken together, the findings from this qualitative study reveal it is not just one mode of treatment 

that appears effective in treating Vietnam Combat Veterans but a multimodal approach that is 

effective at the Veterans Center.  In the next chapter, a discussion of the findings and conclusions 

are presented. 
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Chapter V 

 Summary, Implications, and Recommendations 

 In this chapter, the results of the data are clarified and summarized.  This chapter also 

includes a discussion of implications and recommendations to mental health providers in treating 

PTSD. 

Summary  

This study was conducted to ascertain the personal perceptions of Vietnam combat 

veterans on the treatments they received from Veteran Centers for PTSD.  Based on the literature 

review, the following research questions emerged, with the main research question being, How do 

Vietnam combat veterans with PTSD perceive the effects of various treatments received from 

Veteran Centers on their mental health? The purpose of this study was to examine the different 

treatment modalities for PTSD that Vietnam combat veterans receive from Veteran Centers from 

the perspectives of those in treatment. 

In order to answer these research questions, the participants were eight volunteers whom 

had been previously diagnosed with PTSD due to combat experiences as enlisted personnel in the 

Vietnam War.  Each participant had previously received counseling treatment from one or more 

Veteran Centers.  All participants were men whose ages ranged from 50 to 75 years of age.  They 

all reside in the Southwest region of the United States.  The race, religion, education levels and 

socioeconomic status of participants varied per individual. 

The major findings from this study are divided into the following nine themes: (1) The 

road to treatment, (2) I need help, (3) The Veteran Centers, (4) Counseling, (5) Effects of 

Treatment, (6) What are these drugs doing to us? (7) Results of targeted symptoms, (8) Continued 

support and (9) Make it easier.  The first one describes the difficult road each participant 

experienced before they were receiving treatment.  The second theme is a description of the 

realization that each participant came to when they realized that they needed help in order to 
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overcome the symptoms of PTSD.  The third theme is an examination of Veteran Centers and the 

types of services offered by the facilities.  “Counseling”, is an in-depth look at the various 

treatment modalities received by each participant.  The next theme is “Effects of treatment”;  it 

reveals the effects that treatment had on each participant.  Theme number six examines the 

negative effects that some of the medications for PTSD had on the participants.  The next theme  

is a step by step look at how medications effected specific symptoms of PTSD.  Theme eight is a 

request by the participants for continuing support of their treatment.  The last theme is a request 

by participants that receiving access to treatment become easier. 

Through individual in-depth interviews, these data displayed the unique experiences in 

treatment those individuals encountered. This information should prove useful to mental health 

professionals in their search for treatment methods to assist combat veterans with PTSD. This 

was the catalyst in pursuing this research study of the treatment modalities combat veterans with 

PTSD were encountering at Veteran Centers and their perceptions of the efficacy of their 

treatments.   

 Findings from this study present insight into the complex phenomenological experiences 

that the individual with PTSD endures.  There are many research studies in regard to PTSD, but 

this study offers one of the few qualitative examinations of treatment from the perspective of the 

individuals experiencing it.   

Implications for Theory and Practice 

  The data indicated that the counseling is not the only factor that had such a positive effect 

on PTSD; instead the salient factor was all the resources offered by the Veteran Centers.  That is, 

it is acceptance, understanding, education, and a chance to bond with others who have had similar 

experiences.   

Veteran Centers have offered their clients the facilities that the center has; that is, the 

centers focused on treating the total person and not just the PTSD.  In addition to counseling for 
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PTSD,  Veteran Centers also offer their clients assistance in obtaining their disability benefits,  

family counseling, educational and employment counseling, as well as a variety of support groups 

and individual counseling. 

 The counseling offered at Veteran Centers is an adaptation of Multimodal counseling.  In 

this treatment approach, Veteran Centers adjust the techniques they use to provide for the 

individual needs of the client as opposed to having the client fit into one type of counseling 

approach. It is recommended that other facilities treating individuals with PTSD as well as many 

other disorders offer their clients this all-encompassing type of treatment.   In the analysis phase 

of this research, the participants discussed the effects of the treatments they have received; it was 

surprising to discover the vast number of areas the individuals explained they had experienced 

benefits in because of all the services that Veteran Centers provide. 

Further, multimodal counseling was effective as a theory on promoting understanding 

and hope for the veterans.  When counselors search for the theory best suited for treatment it 

would be beneficial to keep an open mind into the idea that it may not be just one treatment 

modality that is best, it may be a combination of several. 

Recommendation #1:  Educate the public and employers about the symptoms and effects of 

PTSD. 

 Rarely does a day go by that the general public is not inundated with information about 

depression.  When you turn on the television, commercials are constantly present about the 

warning signs and symptoms of depression.  Many of these commercials are sponsored by 

pharmaceutical corporations trying to sell their medications as treatments for depression, but the 

commercials are not exclusively sponsored by pharmaceutical companies. Some of the 

commercials are public health information being relayed about depression.  They are informative  

about identifying the symptoms of depression and how depression can affect an individual’s daily 

life.  Because information about depression is reaching the individuals who are suffering from 
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 depression, more individuals are aware of what is wrong with them and can more easily find 

resources to help themselves through their depression.  Because this information reaches the 

general public, others who are not suffering from depression are more apt to recognize the 

symptoms in someone in their family, their friends or colleagues who are suffering; such 

awareness can lead to assisting others in seeking treatment and to a greater understanding of 

others who are suffering with a depressive disorder.  Why then do we not extend these same 

benefits to those suffering with PTSD? 

 The first theme to develop from the of the data collected in this study was the difficulty 

participants had encountered seeking treatment.  At the time these participants returned from 

Vietnam, PTSD was not yet a DSM diagnosis, and even the experts were not fully aware of the 

issues faced by returning veterans.  The veterans themselves were also unaware of what was 

wrong with them or how to deal with it, so they dealt with their issues in ways that were often 

self-destructive, such as denying the existence of the problems, self-medicating with alcohol and 

drugs, engaging is aggressive and sometimes illegal activities, or isolating themselves for fear of 

being stigmatized by the public for their disturbances.  Although a new knowledge base, to which 

experts are privy exists, the information about PTSD has not yet been fully distributed to the 

general public, thus leaving many individuals lacking information on PTSD as they were 30 years 

ago.  It is not sufficient that researchers and professionals can now identify PTSD and know how 

to treat it, instead, the general public must also be made aware of this disorder.   

 One way to achieve this goal in educating the general public about PTSD is to run the 

same type of campaign for PTSD that was conducted for depression.  If a media campaign exists 

to inform individuals about the warning signs and symptoms of PTSD, then the veterans of the 

Iraq and Afghanistan Wars would not have to endure the same indignities or lack of treatment  

that the veterans from the Vietnam War were forced to endure.  Symptoms of PTSD in these 

veterans could be identified by the veterans, their families, friends and colleagues.  Accordingly, 
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 treatment would be more readily encouraged.  

As stated in the analysis phase of this study, a stigma exists regarding PTSD.  Individuals  

do not have a great deal of information about the disorder, and therefore, often fear 

what they do not know.  Several participants divulged their concerns about the perceptions of  

others if the “others” knew they were diagnoses with PTSD, that’s if they know what they were  

suffering from.  These concerns often arose in the area of employment.  The participants were 

very concerned about the way they would be perceived in a working environment if the employer 

and co-workers knew they had PTSD.  Education leads to understanding, and because of the lack 

of readily available information about PTSD, potential employers remain ignorant of what to 

expect from an individual suffering from PTSD, especially in the area of how to effectively 

handle potential escalating situations  

 Until I was informed about Veteran Centers by a professor, I was completely unaware of 

the services they provided.  In the data collected in this study, some of the  participants  

proclaimed the same ignorance as I about Veteran Centers.  Thus a salient question arises: how 

can anyone seek help if they are unaware that treatment is available and where to find it?  As 

researcher, I therefore recommend that resources be designated to inform the public about PTSD, 

the symptoms and effects on life, as well as how and where to seek treatment. 

Recommendation #2:  Create a system whereby it is easier to access government benefits 

and treatment. 

 In the analysis section of this study, participants divulged the difficulties they 

experienced in accessing treatment.  In order to combat these obstacles for the next generation of 

individuals diagnosed with PTSD,  as researcher,  I recommend that access to treatment and 

benefits become easier.  One of the obstacles presented by the participants is the multitude of  

obstacles involved in obtaining disability benefits and the lack of confidentiality of the paperwork 

needed in order to receive disability for PTSD.  Without benefits being granted to sufferers of  
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PTSD, their ability to seek proper treatment without financial assistance can be impossible for  

veterans who have severe cases of PTSD and who are trying to juggle full time jobs, often with  

great difficulty because the symptoms of PTSD can greatly impede the work performance of 

some veterans.    

 In order to work past the bureaucracy involved in gaining disability benefits for veterans  

with PTSD, I recommend that information regarding how to fill out the paperwork should be 

readily distributed to each veteran upon their return to the United States when their tour of 

overseas duty is completed.  This information should include phone numbers of the places in 

existence that can assist veterans in filling out paperwork.  It should also include a step-by-step 

process of how to fill out the paperwork.  The distributed information should include a listing of 

which documents each veteran will be expected to submit as well as where and how to obtain the 

documentation.  A timeline needs to be provided with all other information included; this timeline 

should outline for the veterans how long each step of the process is expected to take throughout 

the duration of attempting to access benefits. 

 In addition, one website containing all aforementioned information should be readily 

available to all veterans seeking disability benefits for PTSD. In this system, it would be 

beneficial if a listing of service providers existed for those veterans diagnosed with PTSD. It 

should not only contain information, but it should also provide veterans the opportunity to submit 

their application for benefits directly online.  This could be achieved by having each applicant 

being assigned a pass code to access their own information. It would be imperative that the 

information on this website be kept completely confidential.   

 In regard to confidentiality, this is another area that participants named as impeding their 

access to treatment.  Several participants indicated their feelings that their information was not  

held in strict confidence when they were attempting to access financial disability benefits for 

PTSD.  This lack of confidentially can potentially deter individuals from seeking benefits, and as 

123 



  Texas Tech University, Heather C. West, December 2010     

a result, deter them from seeking treatment as well.  If each individual was notified by e-mail  

when their file was accessed along with who wanted access and the reason for accessing the file 

as well as having the opportunity to deny access to their file, it would eliminate any undue 

exposure of their private information as well as empower the applicant in the process. 

Recommendation #3:  Clear and concise information on the treatment process should be 

available to all clients.  

In the data gathering phase of this study, one of the participants, John, referred to a need 

for the counseling sessions to be longer, and he also stated that he did not understand the 

“system.” 

John:  I started with individual counseling with one of the female counselors.  The thing 
is, an hour is not enough, but I didn’t understand the system.  I was doing it every week 
and I am still, going on five years.  The thing is I couldn’t tell them everything in an hour.  
I was an individual without a group for about two years  
 

 Most individuals who have not had previous experience in counseling are uncertain as to 

what to expect from the counseling process.  I therefore recommend that clients be informed of 

the entire counseling process.  This information should be given to each client in written and 

verbal form.  Each facility should have information in written information that is given to each 

client at the onset of counseling, which is accompanied by a discussion of the process with the 

client.  The written information should contain an explanation of services offered to the veteran as 

well as an explanation of the duration  and expectations of counseling and the limitations of 

confidentiality.   

 Providing clients with basic information and offering them the opportunity to discuss any 

questions or concerns would greatly assists clients in understanding the experience of counseling 

in which they are about to embark.  Having information is empowering to the individual; having  

information in a written format allows the client to have something to refer to later as needed for 

clarification. 
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 Signs of PTSD were first recognized during the United States Civil War in 1861.  Almost 

 150 years later, our society has managed to put a man on the moon, a computer in most homes, 

and even clone an animal, yet we are still lacking treatment understanding of this psychological 

disorder that brings despair to so many.   It is therefore recommended that future researchers 

conduct research on PTSD utilizing this participant pool of tens of thousands of soldiers who 

have undergone treatment, some for as many as 40 years.  These potential participants have 

unique accounts of what it is like to experience a variety of treatments.  Most of these potential 

participants feel duty bound to help the next generation, but they cannot do it alone.  If we do not 

utilize the information base available to us now, it will soon be too late. The available research 

from qualitative studies in this area is sparse, which suggested the importance of examining the 

experiences and results of treatment from the phenomenological point of view of those 

undergoing treatment for PTSD. 

Unanticipated Conclusions and Implications. 

What I expected to find in this research varied greatly from the results.  I expected to find 

information in agreement with previous quantitative research in the area of PTSD.  That research  

demonstrated that cognitive behavioral therapy has been the most effective in treating PTSD.  

The results of this study suggested that more multimodal treatment is needed.  One of the 

participants of this study, Bill, summed up this conflict well when he stated,  “So depending on 

who you talk to, on what is the ideal approach or what’s the magical bullet that will take care of 

PTSD.  There is none.”  In examining this research, this is exactly the conclusion, that not one  

singular treatment modality was not most effective; it took a conglomeration of treatments 

tailored to meet the specific needs of the veteran to effectively treat each individual participant 

with PTSD. 

Further Inquiry   
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Further inquiry is needed in the area of drug therapy for PTSD.  It is apparent from the 

data collected in this study that many clients were unaware of potentially dangerous side effects 

to the medications distributed to treat the symptoms of PTSD. 

 Since information is power, and information is needed to make informed decisions, 

anyone participating in a drug therapy program should be informed of the risks involved from the 

onset.  Realizing that most physicians and pharmaceutical companies distribute medications with 

warnings, this information is somehow not completely related to many of the participants before 

they were given medication.  At the very least, the information should be discussed thoroughly  

until the patient is cognitively aware of the risks and can identify any drug reactions for 

themselves when experiencing them.   

 Investigative research is also warranted into further evaluation of which drugs really are 

effective.  It appears, from participants’ responses, that medications have been dispensed like a 

“pez,”  almost randomly, with very little regard to which ones work.  The participants described 

feeling like Guinea pigs in the process of drug therapies.  With all the data that are now in 

existence, further inquiry should be conducted on the experiences of those who engaged in drug 

therapies for PTSD.  These inquiries would enable the next generation of PTSD sufferers to have 

the opportunity to skip the Guinea pig stage and go straight to effective treatments. 

 Another area that future research is necessary is women in combat duty who are 

diagnosed with PTSD.  The current wars in Iraq and Afghanistan are utilizing a large number of 

women in combat duty positions.  This may change the dynamics of how PTSD in combat 

veterans are treated, and a future study is warranted. 

Conclusions.  The previous chapters consisted of an introduction to this study, review of the 

relevant literature, the methodology employed in this study, and a presentation and analysis of the 

data. 
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Chapter I is an overview of  needs of combat veterans with PTSD to receive effective 

treatment for PTSD.  U.S. soldiers are currently engaged in wars on two fronts, one in Iraq and 

one here at home.  On the home front, veterans diagnosed with PTSD are desperately trying to 

gain access to proper care and treatment for PTSD that they developed in the line of combat duty.  

These needs will only escalate with the return of soldiers from Iraq, with an estimated 20% of 

those returning likely to experience PTSD (Washington Post, April 18, 2008). 

The purpose of this study was to examine the effects of various treatment modalities 

received from Veteran Centers by Vietnam combat veterans diagnosed with PTSD.   According 

to the National Center for PTSD (2006) the numbers of Vietnam combat veterans suffering from 

PTSD is staggering; in 1986 to 1988 there were 479,000 men and 610 women diagnosed with 

PTSD.   According to the National Comorbidity Study (Kessler, Sonnega, Bromet, 1995) 

approximately 60% of individuals diagnosed with PTSD are either not treated or don’t receive 

proper care.   

As a result of the previous information, this study was guided by the following primary 

research question: How do Vietnam combat veterans with PTSD perceive the effects of various 

treatments received from Veteran Centers on their mental health?  For the purpose of this study 

combat veterans were defined as individuals having been active duty military personnel who have 

served in a theater of combat operations.  Mental health, in this study, is defined using The 

American Heritage Dictionary of the English Language as a state of emotional and psychological 

well-being in which as individual is able to use his or her cognitive and emotional capabilities, 

function in society, and meet the ordinary demands of everyday life.   

Chapter II presented an in-depth examination of the literature relevant to this study.  

Although literature revealed that combat PTSD was identified as early as the United States Civil 

War, modern diagnosis did not evolve until 1980.  Clinical features of PTSD revealed three 

symptoms clusters associated with the diagnosis of PTSD.   
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It is noted that individuals who develop PTSD usually experience events involving 

interpersonal violence such as torture, rape, assaultive violence, and combat that lend themselves 

to the development of PTSD (Yehuda, 2003).  The literature review also revealed that those who 

are at greatest risk for developing PTSD depend on such factors as past experiences with trauma,  

a history of anxiety or depression, and the nature of the traumatic experience.   

The majority of individual who have a traumatic experience do not develop PTSD.   

The literature review also took an in-depth view at he physiological aspects of PTSD.  To 

coincide with that aspect, an examination was conducted of the drugs used to treat specific 

symptoms of PTSD.   

Several theories in regard to the counseling aspect of treatment for PTSD were also 

investigated.  Particular attention was given to cognitive behavioral theory because it has been 

widely assumed to be the most effective course of treatment for PTSD.  The other treatment 

modalities in the literature review consisted of exposure therapy, stress inoculation training, Eye 

Movement Desensitization and Reprocessing (EMDR), and narrative therapy. 

Chapter III provided an explanation of the methodology used to efficiently answer the 

research question.  This study was based in grounded theory.  Grounded theory is an inductive 

strategy whereby the researcher discovers concepts through a constant comparative analysis 

(Glesne, 1999).  This theory was chosen because a qualitative study has the ability to examine the 

meaning behind various events experienced by individuals.  This type of study lends itself to 

allowing the researcher to understand the perceptions of others (Berg, 2001).   

This study was conducted at a Veteran Center in the Southwest United States.  This site 

was chosen because it is a place the participants frequent to obtain assistance with their benefits, 

receive counseling, and spend social time, therefore, it is a location in which all participants felt 

comfortable.  A total of eight participants were involved in this study.  All participants were 

Vietnam combat veterans, who had, for various lengths of time, engaged in counseling from 
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Veteran Centers and had been diagnosed with PTSD.  Each participant was chosen by combining 

convenience samples and purposive sampling.  All participants participated in in-depth interviews 

on a voluntary basis  The following four interview questions were posed to each participant in the 

same order: 

• Please describe the treatments you have received for PTSD from Veteran Centers. 

• Please describe the results you experienced from these treatments. 

• What results have you experienced from any medication taken for PTSD?  

• As a Veteran, what needs do you feel you still have that can be addressed by Veteran 

Centers? 

The responses to the previous questions were audio recorded; the results were then 

transcribed along with observational notes and analyzed for Chapter IV of this study.   

Chapter IV was a presentation of the analyzed data.  There were nine major themes that 

revealed themselves during the analysis phase of this study.  Most themes were also accompanied 

by more detailed subthemes.  The nine major themes were: (1) The road to treatment, (2) I need 

help, (3) The Veteran Centers, (4) Counseling, (5) Effects of Treatment, (6) What are these drugs 

doing to us? (7) Results of targeted symptoms, (8) Continued support and (9) Make it easier.   

The results revealed rich data from the phenomenological view of each participant 

through their experience in treatment for PTSD.  For Veteran Centers, this information lends 

itself to insight and understanding of the experience of a variety of treatment modalities.  It also 

revealed that there was no specific treatment modality utilized by Veteran Centers in treating 

Vietnam combat veterans with PTSD.  The treatment that is utilized is an adaptation of 

multimodal therapy, tailored to meet the individual needs of each client. 

In summary, PTSD is a disorder affecting many men and women who have experienced 

combat.  The lasting effects of PTSD can affect not only the individuals with the disorder, but 

also those around them.  Treatment of this disorder comes in many forms and with varying  
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results.  The research conducted in this study provides evidence of the need to further educate the 

public about PTSD as well as creating a system whereby it is easier to access government benefits 

and treatment, and to provide clear and concise information about the treatment process available 

to all clients at the onset of treatment.  Evidence exists to conclude that it is beneficial to treat the 

whole client as opposed to having the individual fit into a preconceived pattern of provided 

treatment.   For those soldiers who are almost ready to return home from the call of duty, a large 

pool of research participants to utilize to make treatment of PTSD more effective for the next 

generation. 
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Appendix A 

Introduction Letter 

February, 2010 

 

Heather C. West 

3904 100th Street 
Lubbock, TX 79423 
(806) 928‐9153 

 
 
Dear Team Leader, 

 
I am a doctorial candidate at Texas Tech University in the Counselor Education Program.  
I am conducting research for my doctoral dissertation.  My research study is; Vietnam 

Combat Veterans’ Perceptions of Various Treatment Modalities for Posttraumatic Stress 
Disorder Received From Veteran Centers. 
 

I am looking for volunteers to participate in this study.  The criteria of the participants 
are as follows:  all participation is voluntary, all participants must have been diagnosed 
with Posttraumatic Stress Disorder (PTSD) due to combat experience in Vietnam, have 

received counseling for PTSD from Veteran Centers, live in the Lubbock area, be willing 
and able to discuss their specific treatment experiences with me in an interview setting 
while being audio recorded.  

 
I am writing to you in hopes as the Team Leader of the Lubbock Area Veteran Center, 

you would be willing to post the enclosed flyer on the bulletin‐board at your Veteran 
Center to help inform possible participants of the study. 
 

If you have any questions or concerns please feel free to contact me at  
(806)928‐9158.  Dr. Loretta Bradley from the Department of Education at Texas Tech 
will be overseeing this study, if you have any questions or concerns that you would like 

to address with her feel free to contact her at (806) 742‐1998. 
 

Thank you for your time on this matter. 

Sincerely, 
 
 

 
Heather C. West 
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Appendix B 
 

Potential Participant Flyer 

RESEARCH STUDY PARTICIPANTS NEEDED 
Ph.D. student Heather West for Texas Tech University is 
seeking volunteers to participant in the research study: 

 
Vietnam Combat Veterans’ Perceptions of Various 

Treatment Modalities for Posttraumatic Stress Disorder 
Received From Veteran Centers 

 
Volunteers must meet the following criteria: 
* Diagnosed with PTSD resulting from combat in the 

Vietnam War 
* Received treatment for PTSD from a Veteran Center 
* Be willing and able to discuss treatment experiences 

with researcher in an interview setting while being 
audio recorded 

* Participation would require 20 minutes of your time for 
explanations and consent, followed by a one hour 
interview at the Lubbock Area Veteran Center 

 
(Please note:  audio tapes will be kept by researcher in locked 
file cabinet and returned to participant or destroyed upon 
conclusion of this study.  Identity of all participants will be 
kept confidential at all times by researcher) 
 
 

If you are interested in participating in this 
research study please contact Heather West at 
(806) 928-9153 to set up a time for an interview 
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Appendix C 

Consent Form 

You are invited, along with seven others, to be a participant in a research project entitled 
“Combat Veterans’ perceptions of varies treatment modalities for Post Traumatic Stress 
Disorder”.  Dr. Loretta Bradley of the Department of Counseling Education at Texas 
Tech is in charge of the study her phone number is 806-742-1998.  Heather West is 
responsible for carrying out the procedures for the study.  Her phone number is 806-928-
9153.  Both can be contacted at anytime with questions or concerns. 

Purpose 
This study is part of a research project that has the aim of understanding how combat 
veterans perceive varies treatment modalities for Post Traumatic Stress Disorder (PTSD) 
that they have received from Veterans Centers.  The results of this study may help us to 
understand some of the effects treatment has on PTSD.   

Explanation of the Interviews 
In the first step of this research you will be asked to participate in an individual in-depth 
interview regarding your experiences, treatment and results of treatment for PTSD.  This 
interview will take approximately one hour.  This interview will consists of basic 
questions about the treatments that you have received. This interview will also allow time 
for you to ask any questions about the study and inform the interviewer if there is any 
reason that you may not feel comfortable participating in the study. 

The final step would be a chance for you, as a participate, to review the findings of the 
study and give any feedback to the interviewer that you may have. The final step will 
take approximately 30 minutes. 

Risks 
There is a minimal risk involved in participating in this research.  Minimal risk means 
that the probability and magnitude of harm or discomfort anticipated in the research are 
not greater in and of themselves than those ordinarily encountered in daily life or during 
the performance of routine physical examinations or tests. 
 
Confidentiality 
All of the data collected will be seen only by Heather West and her Chairperson Dr. 
Loretta Bradley.  All the records will be kept in Heather West’s office in a locked file 
cabinet in Heather West’s office.  Only Heather West will have access to that cabinet.  
Once all the data are recorded and entered into a computer, you will be identified only by 
a pseudonym and anything with your name on it, except a copy of this consent form, will 
be destroyed.  If any of the findings from this study are published, your name will not be 
used. All audio tapes will be returned to you upon conclusion of this study. 
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Your Rights and Information About Your Consent 
You do not have to participate in this research.  It is entirely voluntary.  You will not lose 
anything to which you are entitled by refusing to participate.  Also, you can withdraw 
from the study any time you want without any consequences, even in the middle of an 
interview.  

Heather West (806-928-9153) will answer any questions you have about the study.  For 
questions about your rights as a subject contact the Texas Tech University institutional 
Review Board for the Protection of Human Subjects, Office of Research Services, Texas 
Tech University, Lubbock, Texas 79409.  Or you can on call (806) 742-3884.  

 

 

______________________________________________________           ____________ 

Signature of Subject        Date 

 

This consent form is not valid after February 28, 2011 
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Appendix D 
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