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Abstract
Veterans suffering from psychological disorders that stem from combat is a problem that has not been
appropriately or effectively addressed in the mental health professions. Posttraumatic Stress Disorder and
Depression have consistently plagued returning combat veterans, and though mental health counseling is offered,
current treatment modalities limit the scope of the therapeutic process. Mental Health Professionals have focused
on Cognitive Behavioral Therapy and medication as sufficient treatment. This article suggests that while this may be
a useful treatment modality for addressing symptoms it does not adequately help veterans to resolve the full trauma
of combat.
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Current Treatment Modalities

Introduction

The high rates of suicide and a lack of adequate treatment highlights
the limitations that are inherent to the current treatment modality
that is in place. Common Mental Health techniques used for treating
PTSD include Cognitive Behavior Therapy (CBT), Exposure Therapy,
Eye Movement Desensitization and Reprocessing (EMDR), and
psychotropic medications such as anti-anxiety and antidepressants.
These treatments are, for the most part, cost effective, short-term
approaches that essentially teach the RCV to accommodate the trauma
into their lives and focus on developing strategies that are tailored
to reducing the symptoms of anxiety and depression associated with
PTSD. These approaches devote little if any attention to helping the
RCV confront the trauma that she/he experienced while in combat.
While most MHPs would agree that CBT and the use of medication
has had some success reducing symptoms of PTSD such as anxiety,
the psychological impact of combat still remains unresolved. What
is often not discussed during psychological counseling sessions is the
psychological impact that trauma has on a RCV’s sense of self in terms
of how they view their sense of meaning and purpose.

In the United States of America, returning combat veterans
(RCVs) are faced with the challenges of coming home from war zones
where they experienced and/or witnessed violence and destruction.
For many RCVs these experiences can be traumatic and create a
significant degree of stress and in many cases depression. Typically,
the most common diagnoses for RCVs who have been injured or have
witnessed a fellow in arms getting injured or killed is Post Traumatic
Stress Disorder (PTSD) and Major Depression (MD). According to the
Rand Corporation, approximately 22% of RCVs exhibit symptoms of
PTSD and depression [1]. Further, this study suggests that, despite the
severe anxiety, fear and depression often associated with PTSD, 46% of
RCVs prefer to seek psychological counseling outside of the Veterans
Administration (VA) and 50% of those who did seek help within the
VA report receiving “minimally adequate treatment.” If left untreated,
these symptoms may lead to serious and dangerous outcomes such as
increased risk for substance abuse or suicide. In addition, according
to a 2016 Veterans Administration report, 27% of RCVs who suffer
from PTSD also experience signs of substance use disorder (SUD). It
is important to point out that the authors of this report feel that 27%
is a low representation of the actual numbers since not all veterans
seek help through the VA. In addition, several recent studies have
strongly suggested that the current limited quality of care and a
significant absence of concern by the Mental Health community and
the U.S government has also contributed to an increase in substance
abuse, homelessness and suicide (according to the same VA report, 22
veterans commit suicide each day among the RCV population).
Over the last 50 years many RCVs who report experiencing
symptoms of PTSD and depression also report that they feel neglected
and in many cases ignored by the U.S. government. According to a
report by the National Council for Behavioral Health, 30% of returning
veterans require mental health services and less than 50% of these
actually receive these types of services. In addition, of those receiving
treatment, only 30% receive treatment that is evidence based. It is
this type of neglect, which ranges from the inadequate responses by
governmental and institutional entities to the shortcomings of the
mental health community, that serves to increase the RCV’s feelings
of numbness, being cut off from others/isolation, depression, shame
and anger [2].
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Trauma has the ability to challenge the RCV’s foundations of belief
(meaning and purpose), Mental Health Professionals (MHPs) need to
focus on developing treatment modalities that addresses this loss in
meaning and purpose. This paper proposes the use of the Existential/
Humanistic approach for MHPs as an approach that will improve the
quality of psychological care for RCVs. In implementing this type of
modality, the impact of trauma can be addressed and a foundation for
a healthy lifestyle can begin.
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Limitations and Consequences of Current Treatment
Modalities
The current treatment modalities used for RCVs experiencing
the effects of trauma are not effective. In addition to the RCV’s high
rate of suicide, there are other issues that impact the mental health of
RCVs. Unfortunately, effective therapeutic attempts by trained MHPs
to resolve the psychological impact of the traumatic experiences are
often ignored. As a result, a significant number of RCVs report that
they self-medicate in an attempt to mask the psychological effects of
their traumatic combat experiences. According to the VA, alcohol
and substance abuse is a great concern for RCVs, especially those with
PTSD, depression, anxiety, or other severe mental illness [3].
The VA reports that 27% of veterans who have been diagnosed with
PTSD also have a secondary diagnosis of substance use disorder (SUD)
and several other studies have pointed out that 1 in 3 veterans seeking
treatment for SUD also have been diagnosed with PTSD. Alcohol and
the use of different types of substances becomes a coping mechanism,
or a way to avoid facing the trauma that was experienced during
combat. Altering states of consciousness or using chemicals to numb
psychological pain is an active way of fostering the avoidance response
that is seen in PTSD.
Many RCVs report that they are unable to control the painful
and traumatic memories of combat. Further, they report that these
memories can be overwhelming and as a result the RCV feels a need
for immediate escape. Interestingly, many RCVs report that they are
aware that alcohol and the use of other substances can be disruptive
and make the symptoms of PTSD worse. However, significant numbers
of RCVs report that they feel hopeless and helpless, and as a result, feel
that self-medicating is their only choice.
The use of alcohol and substances can harm the individual’s need
for recovery and makes the recovery process more difficult. There is
corroborating evidence of the relationship between the severity of the
trauma experienced by veterans and their use of alcohol [4]. The more
extreme the trauma experienced, the more alcohol use is reported. In
addition, this study stated that there was a correlation between the
amount of alcohol use and the perceived stigma of seeking mental
health treatment. The authors also stated that the RCV’s perception of
reaching out and seeking psychological help is often viewed as a sign
of weakness and would prefer, in many cases, to use alcohol or other
substances (heroin, cocaine, marijuana) as their way to deal with the
psychological distress that they are experiencing. Abusing alcohol and
substances can have several destructive consequences such as, but not
limited to, feelings of isolation, and feelings of detachment from family
and friends.
When the trauma is not addressed effectively, the consequences
of the mental and emotional anguish experienced can also lead
to homelessness. There is a high rate of veterans who are homeless.
Homeless veterans consist of 8.6% of the total homeless population
in the nation (several studies suggested that a significant number of
homeless RCVs are underreported or not reported at all). Mental
illness, PTSD, and substance abuse are substantial contributors to
homelessness in the RCV population, and the high number of veterans
in the homeless population remains an issue [5].

The Impact of Trauma for RCV
The Diagnostic and Statistical Manual of Mental Disorders, 5th ed.
has four diagnostic criteria that define a diagnosis of PTSD [6]. The first
is intrusion symptoms, which are recurring involuntary distressing
J Ment Disord Treat, an open access journal
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memories of the traumatic event. The second is avoiding potential
stimuli associated with the traumatic event. The third is negative
alterations in cognition and mood. This can include symptoms such
as persistent negative emotional states and dissociative amnesia. The
fourth is marked alterations in arousal to stimuli associated with the
traumatic event. This is sometimes referred to as hyper-arousal. PTSD
is highly comorbid with other mental disorders, such as depression,
anxiety and substance use disorder. The APA also reports an association
between PTSD and suicidal ideation and suicidal attempts.
Wounded or killed [7], while exposure to trauma is not rare to the
human experience, the special types of trauma that RCVs have faced
in Iraq and Afghanistan coupled with the prolonged psychological
stress of being in a war zone, have led to almost half of those veterans
experiencing posttraumatic stress symptoms [8].
The majority of RCVs enter the military at approximately 18 years
of age. At this stage of life, adolescents are still forming a sense of selfworth [9]. In addition to developing an identity, adolescents often
express feelings of invincibility, labeled the Invincibility Fable, where
adolescents believe they are immune to common dangers, highlighting
their proclivity for egocentrism [10]. While feeling invincible as
a teenager may be a normal rite of passage, carrying that mindset
into a combat zone places the adolescent at a higher risk of trauma,
injury, or death. The notion of invincibility does not give the entering
serviceman the mindset needed to experience combat and make lifesaving decisions. This issue is further exacerbated by the fact that
any adolescent brain is not fully formed, and full development is not
completed until early to late twenties [11]. Placing these adolescents in
violent and unstable situations when they are not cognitively prepared
may explain why an overwhelming number of RCVs come back from
combat with severe symptoms of PTSD. By the time these servicemen
have acclimated to their harsh military lifestyle, they are sent home
to re-acclimate into a society they left with a drastically different
perspective.
The experiences that come from a war zone can leave a deep impact
on the psyche that can be very difficult for RCVs to overcome. The
traumatic memories experienced in combat will often return pervasively
and unexpectedly. These memories can be triggered by various external
stimuli, such as loud noises or darkness. This leads to hyper-vigilance,
the enhanced sense of awareness to surroundings adaptive in situations
of threat, that doesn’t allow for the RCV to enter a relaxed state when
they are in social situations, or in crowded areas. These feelings can
lead to isolation from others, including family and friends. The feelings
of shame and embarrassment can also lead to deepening feelings
of depression and anxiety that often accompany PTSD. There is a
strong desire to suppress the trauma that was experienced. Alcohol or
substance use can become a tool for actively suppressing the traumatic
experiences and the feelings that come with them, while also creating
additional problems for the RCV.
For many RCVs, combat experiences such as the death of comrades
in arms force veterans to confront the idea that people who are “not
supposed to die”, die. It is this simple reality that challenges the
RCV belief that friendships last forever. The death of those we love
forces RCVs to resort to use defense mechanisms such as denial and
suppression as a way of confronting the emotional pain of loss. In
addition to coping with the emotional pain of a loved one, this loss also
creates an atmosphere of mistrust for RCVs. RCVs begin to realize that
they and others are not invincible and that the future is unpredictable.
When friends are lost in combat, RCVs develop a sense of learned
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helplessness. The feelings of helplessness will serve to deepen the effects
of depression and anxiety [12]. While these feelings of isolation, guilt,
and helplessness are disruptive throughout the RCVs life, there are
ways to develop self-efficacy with the guidance of MHPs that can allow
them to learn how to create meaning and purpose in their lives.

Current Education and Training for Mental Health
Professionals Counseling RCVs
Traditionally, the goal of treatment when counseling RCVs is
to minimize the anxiety and “inappropriate behavioral reactions”
to stimuli that elicit memories of the combat experience. Based on
recent data (suicide rates, rise in substances abuse rates and veteran
rates of homelessness) these approaches (CBT and medication) are
not in the best interests of RCVs. Although CBT has the potential
to assist RCVs in changing learned behaviors to decrease effects of
trauma, RCVs are typically offered a limited amount of counseling
sessions, reducing the possibility of long-term recovery. Instead,
medication is prescribed but not paired with regular counseling, which
contradicts the recommendation that Selective Serotonin Reuptake
Inhibitor (SSRI) drugs be accompanied by therapy. While medication
can help RCVs with symptoms of trauma it is not a cure for PTSD
or any other disorder resulting from combat. In fact, the overuse of
medication can be counter-therapeutic because it implies that RCV’s
have a disease. This decreases the effectiveness of CBT and a number
of other therapeutic modalities. Without consistent access to therapy,
RCVs are not given the opportunity to build a foundation of trust
with professionals which could lead to a feeling of understanding and
support that they otherwise do not have. The authors of this article
strongly believe that in order to help the RCV create a healthy quality of
life, the MHP must first develop and gain an understanding and insight
into the RCV’s experience. In order to create change they must focus
on helping the RCV to resolve their feelings of isolation, guilt, shame,
helplessness and abandonment.
The first step in accomplishing this goal is to look at the RCV as a
member of a unique group of individuals. This group, or culture, in the
military have been neglected for a long time when tailoring treatment
programs for military personnel. This culture is quite comprehensive,
having its own set of norms, values, customs, and even its own language
and class system, that must be recognized by MHPs [13]. In the military,
presenting a flat affect, and showing no signs of weakness are valued
traits [14]. Fear, vulnerability and focusing on “self “ rather than the
group are not valued or accepted by this culture. This culture, with all of
its components must be considered by MHPs when dealing with RCVs
who have adopted and developed these traits that are highly adaptive
in a military environment, but may be counterproductive when facing
the lingering effects of trauma and adjusting back to civilian life. The
feelings of shame and embarrassment are difficult to bear in the context
of military culture, which leads the RCV to be disappointed in himself/
herself. When an individual joins the military at a young age with the
sense of strength and invulnerability, answering the call to service for a
variety of reasons, a sense of pride and purpose follows. Violent combat
however can have a significant impact on their sense of vulnerability.
Witnessing the death of friend and physical injury on the field of battle
exposes the RCV to experiences that they are not prepared for. Several
RCVs report responding with fear and anxiety on their first day of
deployment. One Marine interviewed by the authors spoke extensively
about his shock and fear on his first day of battle when, for first time,
it occurred to him that he could die today. His immediate response to
his fear was that he was a failure and a disappointment to his family,
friends, and country.
J Ment Disord Treat, an open access journal
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Young men and women join the military for a variety of different
reasons. Some include patriotism, finding a sense of belonging, family
tradition, or looking for a better quality of life. According to Abraham
Maslow all individuals have an inherent desire to find a sense of
acceptance and belonging [15]. For many, joining the military was a
vehicle to fulfill this motivation. The military emphasizes the group
mentality rather than the individual. Being a part of a team encourages
the RCV to not only think about themselves but the group. While this
can be beneficial in combat situations, confronted by military personnel
in an overseas deployment or in the daily operations of military life,
it can become a hurdle for the MHP when the RCV still has a sense
of loyalty to military comrades and admitting to weakness puts the
feeling of being inadequate for the group comes front and center. This
mentality serves to encourage a distrust towards outsiders, an issue that
the MHP must strive to overcome when working with RCVs.
Treatment modalities such as CBT use therapeutic techniques
created to help clients identify and change negative views they have
of themselves, others, and the world [16]. CBT has the potential to
be a successful mode of therapy for RCVs if they are provided with
the option of long term counseling. However, the typical amount of
time allotted to RCV counseling is 3 to 6 months. Though a 6-month
time frame may work for civilian CBT patients, RCVs are coping
with experiences that far exceed the trauma that other patients seek
treatment for. In order to effectively treat RCVs, MHPs must be given
an appropriate amount of time to create the therapeutic environment
and then build towards addressing the significant traumas that lead the
RCV to seek help. It is with this long term mindset that methods such
as CBT can create positive change in the challenges of PTSD and other
combat issues.

Existential Model as an Effective Treatment Modality
An effective treatment modality is one that adopts techniques
and philosophies that are designed to encourage the client to create
a healthy quality of life. The Existential/Humanistic model, like many
other models, emphasizes the importance of several of these techniques
and strategies with a particular focus on the importance of developing a
sense of meaning and purpose in people’s lives.

Attending
The first step toward meaningful change within the therapeutic
process is to establish therapeutic rapport between the MHP and the
RCV that is based on mutual trust and respect. However, many RCV’s
report that trust and respect are issues that create anxiety, apprehension
and a desire to withdraw and detach physically and emotionally. It
therefore appears imperative that before any therapeutic rapport can
be achieved, MHP’s must create an environment where the RCV feels
safe and accepted. Attending strategies are a useful and relatively
easy technique for creating the foundation for safe and accepting
atmosphere [17].
Attending strategies can be non-verbal and verbal. Simple nonverbal gestures such as eye contact and relaxed body posture (eg. Open
arms, do not cross legs) will communicate to the RCV that the MHP is
open and receptive to their feeling and thoughts. Verbal responses such
as “tell me more “ or “ I know talking about this is hard, but please tell
me more. I want to try and understand “communicates that the MHP is
engaged and interested in learning more about the RCV’s experiences
and feelings. MHPs are reminded (initially) to refrain from using terms
such as “I understand” or “I’m sure that was difficult.” RCVs tend to
hear these types of responses as disingenuous. RCVs report feeling
Volume 3 • Issue 1 • 1000139
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insulted and wanting to detach from people who have no desire to be
genuine and pretend that they understand their experiences. Finally,
before any meaningful conversation regarding the psychological
impact of combat can occur, the MHP needs to create an atmosphere
in which the RCV feels that they have the MHP’s undivided attention.
It is important for RCVs to know that they have the freedom to discuss
and express their feelings without fear of criticism or judgment.

Establishing Therapeutic Rapport
First and foremost, this therapeutic rapport must focus on the
mutual trust and respect between the RCV and the MHP. This will take
a period of time to achieve given the level of mistrust and uncertainty
RCVs have adopted as a result of their combat trauma. One useful
technique for creating mutual trust and respect is for the MHP and the
RCV to discuss confidentiality. The concept and rules of confidentiality
often serve to strengthen the therapeutic bond between MHP and
RCV. Once confidentiality has been established, the RCV will view the
MHP as someone who values trust and respects the RCV as a person
and as a partner in the therapeutic process.
After the discussion of confidentiality, the MHP is now ready to
begin the initial stages of the helping process. Despite that fact that some
degree of trust and respect has been established, it is usually beneficial
for MHPs to use closed ended questions as a way to strengthen the
bond between MHP and RCV. By asking questions such as “what is
your favorite sport? “or” What type of music do you enjoy listening
to?” presents the MHP as an interested and compassionate person who
wants to get to know the RCV as a person and not just a “crazy” combat
veteran. The MHP’s neutral responses to closed ended questions is also
an opportunity for the MHP to present themselves as an accepting
non-judgmental individual.

Therapeutic Rapport/Empathic Listening
Once the MHP is viewed as a person who respects the RCV and
accepts every aspect of their life without blame or judgment the MHP
can now begin to explore the RCV’s thoughts and feelings regarding
their experiences. Asking open ended questions such as “How did it
make you feel when….?” gives the MHP a unique opportunity to not
only listen to but also empathize with the RCV’s emotional reactions to
their traumatic experiences. In addition to hearing what the RCV has
to say, empathic listening also includes validating the RCV’s feelings,
and perhaps most importantly, it gives the MHP the opportunity to
feel the RCV’s sorrow, confusion and in many cases shame and guilt.
In addition to exploring feelings and validating the RCV’s emotional
pain and frustration, empathic listening also offers an opportunity to
strengthen the therapeutic rapport. The MHP can utilize empathic
listening as an opportunity to recognize and reinforce positive
characteristics and values of the RCV. For example, RCVs are often
confused and surprised to hear that seeking help is a sign of strength
and courage. RCVs also find it difficult to accept and understand how
others will value and love them despite their fear. The MHP needs to
reinforce that it is the RCV’s right to be accepted unconditionally by
others [18]. As the MHP creates a relationship based on what Carl
Rogers called unconditional positive regard, the MHP and RCV will
together create an open and genuine relationship based on mutual trust
and respect.

Clarification/Modeling
Once the MHP has established an open and genuine relationship
based on mutual trust and respect, the MHP is now ready to take a
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more proactive approach with the RCV. It is important for the MHP
to understand that initially many RCV may have some misperceptions
regarding several important ideas, feelings and beliefs (such as men
must be strong, and crying is a sign of weakness), and would benefit
from discussing their confusion. MHPs are in a unique position to
clarify many of these misperceptions. For example, MHPs need to
clarify for RCVs that feelings such as fear and anxiety are psychologically
appropriate (normal). RCVs need to understand that fear is not a
sign of weakness and that anxiety and vulnerability are not issues
that should not be repressed. MHP need to help the RCV understand
the importance of exploring and taking steps toward resolving these
feelings in a safe and confidential setting
MHPs need to create a setting where they can clarify and teach
RCVs how to challenge and confront fear, anxiety and sadness.
Further, MHP can take this opportunity to clarify the importance of
resolving the issues that contribute to the RCV’s feelings of detachment
and isolation.
MHPs need to appreciate and understand that clarification can be
a difficult and complicated task. Many RCVs will be reluctant to accept
a new perspective out of fear that they will be betraying a code of ethics
that they have sworn to defend. RCVs have been indoctrinated by
military and community (family and friends) to believe that a person’s
worth and value is based on his/her strengths and fearless approach
to adversity. To help change this perspective, MHPs serve as models/
mentors. As models, MHPs can reinforce, through their actions, that
it is acceptable and appropriate for an adult to experience fear and
that all people are in fact vulnerable. MHPs can also introduce healthy
behaviors and attributes that contribute to a person’s worth and value
to themselves, to their families and to their community.

Creating Meaning and Purpose
Perhaps the most significant yet difficult aspect of the therapeutic
experience is helping the RCV design and create a sense of meaning
and purpose in their lives. This is a particularly difficult task for many
RCVs because for so much of their lives they have been told what to
do, how to think and how to feel. They have been taught that pleasing
an authority figure brings rewards of acceptance, love and approval.
Failure at this task creates feelings of inadequacy and failure.
For the most part individuals join the military looking to find
and fulfill a sense of meaning and purpose in life. They are willing
to fight for “what is right and moral”, and because most of them feel
invincible to any type of physical or emotional pain they clearly are not
psychologically prepared for the trauma that they have experienced/
witnessed. Many are not prepared to accept the death of friends, the
physical pain that they witnessed on the battlefield and certainly not
the guilt (survivor guilt) and shame many of them feel when they
return home.
In addition to the psychological impact of combat, many RCVs also
feel alone and detached from people and the community that was once
their support network. Family and friends that they once shared love
and intimacy with now seem like strangers. Under these circumstances
it is easy to understand why a RCV would be reluctant, or at the very
least, find it difficult to engage in conversation that they may believe
challenges and even attracts their fundamental beliefs. It is important
for MHPs to understand that the goal of existential/humanistic therapy
is not to change a person’s fundamental beliefs but rather to help them
design and create a lifestyle that complements their values and morals.
It is important for MHP and RCVs to understand that the criteria
Volume 3 • Issue 1 • 1000139
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for creating a sense of meaning and purpose in life is not to please
others in an attempt to feel accepted or successful, but rather to create
a lifestyle and set of behaviors based on understanding of our values
and morals.

without military background much longer to overcome. If more RCVs
were trained as MHPs, the potential for increased effectiveness of the
Existential/Humanistic approach would have the power to greatly
improve the lives of RCVs.

Many RCVs report that when they returned home they felt
confusion and a sense of betrayal. All ideas and values that they were
led to believe to be true were now being questioned. Many RCVs report
that this confusion was accompanied by fear and anxiety and that they
were encouraged by others (military, MHPs, family and friends) to
believe something is wrong with them and that they should repress and
forget all painful memories and feelings. As a result, RCVs are made
to feel worthless and ashamed. Under these circumstances it is easy to
understand how a RCV would resist sharing their thoughts and feeling
with a MHP.
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