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Abstract 

 

As the Global War on Terror (or “struggle against violent extremism”) continues, many 
veterans are returning home from the front lines with, not only physical, but psychological 
injuries that may take a lifetime to recover from.  This paper discusses the increasing numbers of 
veterans who survive such serious injuries on the front lines, but must now deal with the lifelong 
physical and emotional scars.  Has our society learned the harsh lessons of the Vietnam and Gulf 
Wars how to successfully reintegrate these veterans? 
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“WOTS” NEXT - THE WAR ON TERROR SYNDROME 

Nivine Zakhari 

 
I. INTRODUCTION 

The War on Terror may very well be in its last throes1 as this nation is now engaged in a 
seemingly endless “struggle against violent extremism.”2  For our nation’s troops, the transition 
back from combat zone to hearth and home seems not to happen quick enough.  But even for 
those fortunate enough to avoid physical injuries sustained in combat, the return from such an 
ordeal can introduce another host of behavioral and psychological problems as these forever 
changed men and women try to reintegrate back into their families and communities. 

While Acute and Post-traumatic Stress Disorders (PTSD) are not new concerns for 
military health care professionals,3 the increasing number of survivable traumatic brain injuries 
(TBIs) sustained in combat introduces new challenges to veteran reintegration at a level not 
experienced in prior conflicts.4 

II. BACKGROUND 

As a preface to the discussion regarding special needs for veterans returning from Iraqi 
operations, in this section I will provide some background on the typical stress disorders 
encountered by veterans (with or without accompanying physical trauma), other behavioral and 
psychological concerns prevalent in military populations, and some of the behavioral and 
psychological impairments that result from traumatic brain injuries.5 

A. Stress Disorders 

Within the realm of stress disorders, two distinct categorizations occur depending on the 
temporal relationship between the stressors and symptoms, immediate or delayed.6  Whether or 
not the stressors produce unreasonable anxiety or other abnormal psychiatric response requires 
evaluation of many contributing factors, including the individual’s personality traits, coping 
skills, and available social support.7 

1. Acute Stress Disorder 

During or immediately after a traumatic or extremely stressful activity, individuals may 
experience “strong emotions, disbelief, numbness, fear, and confusion accompanied symptoms 
of autonomic arousal and anxiety.”8  Any pre-existing sub-clinical personality disorders, 
depression, anxiety, or underlying Post-Traumatic Stress Disorder9 may further be aggravated by 
such exposure.10  This “battle fatigue” or “combat stress” is not to be unexpected, however, 
proper evaluation and accommodations for those suspected of maladaptive traits may be required 
to maximize their effectiveness in continuing high-stress duties.11   

Once front-line medical personnel or commanding officers have determined the need to 
evacuate personnel, evaluations are made by members of Combat Stress Control (CSC), 
including resources from the Division Mental Health Section (DMHS).12  As the furthest forward 
resources involved in providing health care, this second echelon13 of caregivers must make the 
determination whether any acute symptoms require further treatment at Combat Support 
Hospitals (CSHs) in the Corps Support Area.14 
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At the third echelon of care, in CSHs, more medications are readily available to treat 
acute symptoms of traumatic stress.15  Over ninety percent of the patients that reach this level of 
psychiatric care in Iraq and Kuwait are still able to return to duty (RTD).16  Remaining patients 
that are not expected to RTD within a week are then evacuated to Germany or Spain.17  At this 
fourth echelon of care, a determination is made whether patients may still be utilized away from 
the front lines, since a return to combat duty at this point is unlikely.18 

2. Post-Traumatic Stress Disorder 

Post-Traumatic Stress Disorder (PTSD) includes autonomic arousal, intrusive thoughts, 
apathy, and social withdrawal occurring several days to more than a week following the 
traumatic event.19  PTSD symptoms are considered chronic if they persist for several months or 
years beyond the original stressor.20  Unlike ASD, PTSD symptoms may continue to interfere 
with the patient’s functioning for some time after removing aggravating stressors.21  They may 
also interfere with effective treatment, particularly where a patient exhibits pronounced 
dissociation or avoidance behaviors.22 

B. Other Concerns Unique to Military Personnel 

During deployment, mental health services may be obtained either by individual (self) or 
command-referral.23  Unfortunately, there is still much stigma associated with mental illness 
within the military, so self-referrals are rarely used.24  In fact, persistent attempts to self-refer are 
more often associated with malingering than bona fide mental health concerns.25  Extreme 
attempts to feign unfitness for military duty still make the news around the world.26   

Pre-deployment concerns regarding the preparedness of National Guard, Army and 
Marine reservists for extended combat operations are also of concern.27  With plans for troops to 
remain in the area at least another four years, the administration is cutting back Guard and 
Reserve participation to 25%, replacing them with newly expanded active-duty resources.28  
Army leaders refuse to admit the record number of casualties sustained in August 2005 is related 
to any deficiencies in the former’s preparedness.29  However, clinicians are advised of the 
additional burdens placed on Guard and Reserve members versus their active-duty counterparts 
due to the disruption of their civilian lives during deployment.30  For those service members, 
“deployment may result in loss of civilian employment, financial penalty, or separation from 
family who may be left far from any military base or resources... [and] assign[ments] to units in 
which they know no personnel, leading to added stress and preoccupation.”31 

C. Traumatic Brain Injuries 

What may become the “signature wound” of the Iraq war is Traumatic Brain Injury 
(TBI).32  Although some consider TBI “among the most serious public health problems facing 
the United States and the rest of the developed world,”33 only recently has there been so much 
attention focused on military personnel returning from Iraq and Afghanistan with TBI.34  
Frankly, in prior conflicts, many soldiers with TBI would not have survived long enough for 
their long-term care needs to be a consideration.35  Today, the special needs of veterans with TBI 
is of growing concern, along with that of the general population subject to accidents, falls, and 
gunshot wounds causing significant, yet now survivable, brain damage.36 

While the acute and post-traumatic stress disorders previously discussed37 may leave 
temporary to lasting changes on a veteran’s personality,38 TBI may also leave such psychological 
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and emotional scars through physical trauma to brain segments controlling behavioral and 
emotional responses.39  The line between purely psychiatric and neurological injuries is difficult 
to draw at times since even the most advanced scientific procedures can only infer the thoughts, 
motivations, and mental processes occurring in any individual patient’s brain.40  As Professor 
William J. Winslade notes recently, “[m]any with severe brain injuries lack the ability to control 
their thoughts, emotions, impulses and their conduct.  They may become uninhibited, 
promiscuous, anxious, paranoid or violent.”41  Patients with clinical anxiety, stress, mood or 
personality disorders42 may exhibit similar symptoms and behavior with few, if any, identifiable 
physical causes.43  Recent research by NIMH suggests that the hippocampus may be responsible 
for some veterans developing intrusive memories and flashbacks typical of PTSD.44  Much has 
also been written to assist courts and juries in distinguishing the root cause of personality 
changes following TBI.45 

III. DISCUSSION 

While the United States is still reminded of the disastrous impact of negative treatment of 
returning solders from an unpopular war,46 the general public and civilian clinicians need to be 
aware of the significant burdens many returning veterans face as a result of their psychological 
and/or physical wounds in combat areas.  While public dissatisfaction with the current “war” is 
(and should be) directed at administration officials and not the troops themselves,47 the prospects 
of domestic terrorist attacks,48 possible reinstitution of the draft,49 government resource 
constraints,50 and limited civilian experience with combat veterans51 may make this one of the 
most difficult homecomings military personnel have had to endure. 

A. WOTS different from Vietnam and the Gulf War? 

Although Vietnam and Gulf War veterans are recognized as candidates for service-
connected health care benefits even years after completing their tours of duty,52 current 
conditions in the United States make reintegration of our most recent class of combat veterans 
even more challenging. 

1. Domestic terrorist attacks are a real threat 

Clinicians recognize that, even for civilians who have never been in a war zone, anxiety 
may become a problem with the implementation of High Risk Terrorist Alerts.53  For many 
civilians located in New York City, the events of September 11, 2001 are an unforgettable part of 
their psyches.54  Recent attacks on allies’ homeland, including Madrid, Spain55 and London,56 
further aggravate any underlying inability to manage the accompanying stress or anxiety.57  
These difficulties are exacerbated for military personnel returning from combat areas.58  Some 
report frustration at seeing civilians carrying on with their lives instead of showing greater 
vigilance for potential domestic threats.59 

During June and July of 2002, five Ft. Bragg soldiers were involved in separate murders, 
which Army investigators later blamed on stress.60  Four of the soldiers murdered their wives, 
two of whom also committed suicide.61  A fifth incident involved a civilian woman who killed 
her husband, a Special Forces Major.62  Although the couples involved in each case had histories 
of marital problems,63 the surprising outbreak of violence highlighted the need for psychological 
screening of troops returning home.64 
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2. Active-duty Resources are Stretched Thin 

As previously mentioned,65 the heavy reliance on Guard and Reserve members in Iraq 
highlights the resource constraints in today’s armed services.66  Although more active-duty 
members are now being assigned to Iraq, quality of life issues, growing pessimism about the 
U.S. role in Iraq, and continuing instability in the region require increasing compensation figures 
to attract the most qualified personnel.67 

3. Limitations of Government Support 

Some veterans claim they learn little, if anything, about the support services available 
through the Department of Veteran Affairs (VA) and affiliated Vet Centers after completing their 
tours.68  As a response to the prevalence of PTSD among Vietnam veterans, Congress created the 
National Center for PTSD within the VA in 1989.69  Since then, the NCPTSD has become a 
clearinghouse for PTSD related information not only for military personnel, but for civilian 
victims of traumatic events including child abuse, rape, assault, natural disasters, and terrorist 
attacks.70  VA Medical centers and Vet Centers provide mental health services for veterans either 
as part of their health insurance coverage or based on the veteran’s ability to pay.71 

With a budget of over $70 billion, the VA provides a number of services beyond 
healthcare, including mortgage, higher education, and job training assistance.72  However, the 
number of employees handling disability claims have dropped since the Gulf War even though 
the number of claims to process have increased.73   

Statistics show veterans appeal approximately 15 percent of their denied claims, where 
up to 60% are then approved.74  Some speculate that this high rate of reversals shows an even 
higher rate of unsupportable denials by claims evaluators, where the remaining veterans are 
either unwilling or unable to fight for appeal.75  Given these circumstances, today’s soldiers in 
combat should be prepared to have documentation ready for any service-connected injuries, 
physical or psychological, to be treated in the future. 

4. Limited experience of civilian clinicians with recent combat veterans 

As a society, the coverage of the first Gulf War and now the War on Terror, provides 
persistent cable news fodder accessible 24 hours a day.  While the coverage reaches many, the 
reality of working with combat veterans as they reintegrate back into society is not necessarily 
something many civilian clinicians have recent experience with.76  Although military support 
groups are aware of the issues in treating combat veterans, for the general public and uninitiated 
health care providers, the unique concerns of military patients must be grasped to properly deal 
with the long-term effects of their service.77 

B. Preparing for the future 

While some may claim pre-deployment preparations need to be shortened, not 
lengthened,78 for many of the Guard and Reserve members called to duty for the War on Terror, 
it would be a worthwhile investment to learn about the numerous government services available 
after deployment.  Veterans and their family members should familiarize themselves with the 
claims process to ensure appropriate benefits are received after completing service. 

Civilian clinicians can also take advantage of many of the resources provided by the VA 
through its NCPTSD to ensure proper considerations are made for the unique circumstances 
military personnel must contend with. 
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IV. CONCLUSION 

While there are many obvious differences between today’s War on Terror and previous 
conflicts in Vietnam and the Gulf War, our combat veterans still need just as much psychological 
and emotional support from their families and communities as they need financial support to 
complete their missions and return home safely.  With the possibility of remaining engaged in 
hostile areas for more years to come, greater sensitivity to the needs of combat veterans after 
serving may provide the reassurance our volunteer soldiers need to continue to protect the 
interests of the United States abroad while fostering freedom and democracy in other critical 
areas of the world. 

Nivine Zakhari 
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