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Some Information 
Lanny Endicott 

• 2,200,000 service members have experienced 
deployment to Iraq (OIF) and Afghanistan (OEF)  

• 800,000 have experienced multiple deployments 
• 43% of today’s fighting force is comprised of 

Reserve and Guard members 
• 1% of the US population involved 
• $4 trillion expended 

 



• Approximately 35+% return afflicted with TBI 
and PTSD 

• Those who deploy more than once have 300 
% increased probability for severe mental 
health outcomes 

• At least 130,000 and as many as 250,000 U.S. 
veterans are homeless each night (over 7,000 
are veterans of Iraq or Afghanistan) 

• 18 veterans die by suicide daily 
 



 
“Our military does an exceptional job of preparing 
soldiers, Marines, sailors and airmen for the fight – 
boot camp makes warriors of recruits – but we do 
little to ‘de-boot,’ to support that warrior and his or 
her family as he or she comes out of the extraordinary 
experience of having served in combat. A prosthetic 
leg, some physical therapy and a bottle of meds do 
not equal a homecoming plan.”  
 
 
Nancy Berglass. America’s Duty: The Imperative of a New Approach to Warrior 
and Veteran Care. November 2010. Center for a New American Security. 



Workshop Objectives 

• Explore a new paradigm for modern-era 
veteran/warrior care 

• Examine military culture and how it can help 
or hinder community reintegration 

• Review/discover evidenced-based treatment 
modalities for treating service members with 
PTSD and TBI 



A New Paradigm 
• Despite their best intentions DOD and VA are 

overwhelmed 
• Less that 50% of veterans access services of 

the VA 
• Private sector partners (non-profits and for-

profits) can provide important services – but 
need assistance with funding and training to 
address the needs of veterans 

• A key is that personalized care for our 
veteran warriors includes the VA and 
community partners working together 



Community Partners 
Engage coordinated and informed community planning efforts 

 
• Community-based social service providers 
• Educational institutions (universities, colleges, 

tech schools) 
• Faith communities (churches, synagogues, etc.) 
• Court systems 
• Employers 
• Veterans Administration 
• Military support organizations (Wounded 

Warriors, Folds of Honor, Blueprint) 



A Matter of National Defense 

    “The willingness with which our young 
people are likely to serve in any war, no 
matter how justified, shall be directly 
proportional to how they perceive the 
Veterans of earlier wars were treated and 
appreciated by their nation.” 

 
 President George Washington 





WHEN YOU THINK OF THE MILITARY 
(UNIQUE FACETS) 
• Frequent separations 
• Regular household relocations 
• Mission comes first 
• Early retirements 
• Loss 
• Detachment 
• System security 
• Rank focused 
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EQUIPPED TO RECEIVE VETERANS 
VETERAN-FRIENDLY CAMPUSES 
• Re-entry problems 
• Is your campus 

–Challenging 
• Challenges military link 
• Vets go under 

–Ambivalent 
• Heavy concentration of nontraditional students 
• Vets blind; poor veteran connection 

–Supportive 
• Strong military link; veteran organizations 
• Vets are visible and active 

S U M M E R L O T ,  G R E E N ,  &  P A R K E R ,  2 0 0 9  

Hall, 2010 &  Ridenour, 1984 

Presenter
Presentation Notes
A qualitative study by Ackerman, DiRamio, and Mitchell (2009) identified that veterans leaving the military to enter college identified the following problems:
Relearning study skills – many require an orientation to college prior to being thrown into the classroom
Poor attention span, lack of patience, problem sitting long periods of time, problems sleeping , anger and stress that carried over from combat
Feeling the need to isolate oneself to clear their heads
Campus climate not supportive or conducive to the military culture
Types of campus climates (Summerlot, Green, & Parker, 2009)
Challenging campus
Strong anti-military movement history, and current undertones that challenge a military link
Vets don’t identify themselves due to realized or preceived reaction from others
Ambivalent climates
Veterans are perceived like other non-traditional students
These are primarily commuter or urban campuses
Veterans feel a lack of connection to the campus and seek connections via off campus organizations
Supportive Climates
Openly invites and offers supportive organizations and services to assist veterans 
They will have veteran affairs offices with adequate staffing
Schools that have a history of positive and strong link with the military, often land-grant institutions
Offer college preparation programs to assist veterans with transition issues



US ARMY RESPONSE TO PTSD 
Gerald Grace 

Presenter
Presentation Notes
Put in slides here describing PTSD Training Section Tasker.



BASIC  

 What is PTSD? 
 PTSD for the Primary Care Clinician 
 Neurology and Pharmacotherapy for PTSD 
 Combat Stress Injuries 
 Traumatic Brain Injury 
 

Department of Behavioral Health Science 



INTERMEDIATE 

• PTSD and Families 
• PTSD and Substance Abuse 
• PTSD: General Cross Cultural Considerations 
• Physical Effects of Traumatic Exposure 
• Cognitive Behavioral Interventions for PTSD 
• Vicarious Traumatization 
• Sexual Assault and PTSD 
• Risk and Resiliency Factors in PTSD 
• Mild Traumatic Brain Injury (mTBI) 

Department of Behavioral Health Science 



ADVANCED 

 Cognitive Processing Therapy  
 Prolonged Exposure Therapy 
 Eye Movement Desensitization and 

Reprocessing (EMDR) 
 

Department of Behavioral Health Science 



VA/DOD CLINICAL PRACTICE GUIDELINES FOR 
PTSD 
 Prolonged Exposure Therapy 

 8-15 Session Protocol 
 In Vivo Exposure 
 Imaginal Exposure 

  Cognitive Processing Therapy 
 15 Session Protocol 
 Written Account of Trauma 
 Process stuck beliefs keeping symptoms alive 

 
 
  
 

 Department of Behavioral Health Science 



VA/DOD CLINICAL PRACTICE GUIDELINES FOR 
PTSD 

 EMDR 
 Identify target memory and negative beliefs about 

self 
 Process memory and current negative beliefs 
 Processing moves towards desired positive 

cognition 
 Uses eye movement, tapping, sound to promote 

bilateral brain stimulation 



MODELS OF CARE 

PTSD like many 
other ailments 
do not respect 
the arbitrary 
and artificial 
boundaries of 
the Medical 
Model. 
 

 

 



Seat of Thought, 
Feeling, 
And Emotion  Physical, Observable, 

Measurable Realm 

  
Self Transendence 
Spirituality, Values, 
Philanthrophy, etc. 



Headaches 

Hypertension 

Gastro-
Intestinal 

Insomnia 

Addictions 



Anxious 

Hypervigilent 

Withdrawn from 
Intimacy 

Anger, Irritability 
Intrusive Thoughts 

Numbing, Avoidance 

Diminished sense 
of Pleasure 

Difficulty Concentrating 

(Mind) 



Shattered sense  
of Trust 

Inability to appreciate 
Beauty and Aesthetics  

Diminished belief in a 
Benevolent World, God,  
or Environment 

Inability to maintain  
Intimacy with self, other,  
and the Divine 

Loss of Hope 
in a 
Worthwhile 
Future Fragmented Meaning 

System 
(Spirit) 



NEUROPHYSIOLOGY OF PTSD 

Presenter
Presentation Notes
It has been long documented and widely accepted through research data that PTSD has a strong neurophysiological base.  The Psychological Theories that have informed evidenced based treatments are now being validated by scientific research on brain chemistry, and neurological networks.
The whole system under stress involves 1. Sensory System taking in information through the senses 2. The Nervous Systems (Brain) Sympathetic and Parasympathetic and 3. The Endocrine System releasing the hormones necessary to mobilize the body’s organs to work in consort and maintain optimum internal conditions for the body to achieve perceived necessary functions.  Stress hormones help to break down glucosene into glucose for the muscles to use and also to create higher levels of oxygen, there is a high demand for glucose and oxygen during times of stress.  The body then working systemically under stress puts pressure on the organs e.g heart, capillaries, aorta, Muscles of the stomach are inhibited by the sympathetic nervous system, digestion slows down during the stress response.  Digestive system too slow to provide energy for an immediate need, thus it is closed down and bypassed until the danger has passed.  The large skeletal muscles are activated e.g. legs arms, heart etc,  while the internal organs are shut down to a certain degree.
The digestive system is inhibited, the immune system is inhibited, the reproductive system is inhibited, the excretory system is inhibited. 



*



 
All Evidenced Based Treatments for 
Psychological Trauma confer on the 
following Precepts 

*



*

*Dysfunction arises from a problem in 
information processing 

*Traumatic memories are processed in a very 
different way to ordinary memories 

*For the effective treatment of traumatic 
memories some sort of exposure is necessary 



*

*Exposure in a controlled environment helps 
the re-processing of trauma 

*Exposure by itself is insufficient for resolution 
*Exposure must be linked with new and 
updated information 

Presenter
Presentation Notes
Part of the experience of being stuck in PTSD is that learning which happened through the original traumatic experience has generalized and multiple stimuli are associated with the original situation.  Part of this learning also tends to include some very negative or incongruent self appraisals e.g.  I am weak, I am incompetent etc…



*

*Episodic Memory – phenomenological 
experiences are encoded in a linear, 
narrative fashion, there is a beginning, 
middle and end. 

 
*Traumatic Experiences – are encoded in a 
very different way, not done schematically 
or narratively. (Explains temporal confusion, 
gaps) 

Presenter
Presentation Notes
Based on the brains tendency to link emotional arousal with strong memory consolidation, the PTSD memory is an over consolidated memory due to the extreme arousal of the initial event.  Hence the lack of contextual specificity and the inadequate integration into autobiographical memory.
Psychopahrmotherapy have recently used beta-blockers to try and stop the emotional arousal so the memory would not be over consolidated.



*

 
*Autonoetic Awareness (Self in Past) 
*Sense of the self in the past is lacking in PTSD   
*This explains also flashbacks, intrusive images 
(Not a narrative) 
 

Presenter
Presentation Notes
Sense of being trapped in the eternal now.  No spatial or temporal distance between the traumatic memory as an event in the past and the memory as a recollection.



*

 
*Intrusive Thoughts – a misnomer, research 
shows images and visual sensations are 
most common form of re-experiencing. 

*Traumatic Memories – invulnerable to new 
information, lacks context, original 
sensations overrides new information  





*

*Processing the Memory helps to encode the 
memory in episodic form and recovers that 
sense of autonoetic awareness. 

*Treatment must involve processing. 
*Processing usually involves some sort of 
exposure. 



*

*Function of psychotherapy for 
PTSD is to take it from pre-verbal 
level and organize it into a 
coherent narrative, containing a 
beginning, middle and end. 

*Cognitive and Exposure Therapies 
have an evidenced based efficacy 
in achieving this goal. 





 Questions/Comments 



Resources 

Find presentation under Veterans Initiative at: 
http://drlannyendicott.com.tripod.com  
Military Culture: “Paint a Moving Train” (Kudlar) 
http://www.mirecc.va.gov/visn6/paint-moving-

train.asp  
PTSD: National Center for PTSD (VA) 
http://ptsd.va.gov 
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