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OUTLINE FROM THE POWER POINT PRESENTATION
Purpose: Emphasize the importance of caregiving to warfighters affected by combat/operational stress especially the stress from the current war in the Middle East and good strategies for diagnosis and treatment of the unwanted consequences of the warfighters and their families.

Learning Objectives:

As a result of the workshop, the participants will be more able to 

1. Identify the four current military attitudes toward war.

2. Note the Nine Physical Six Cognitive, and the  several Emotional, Social, and Spiritual Stresses of today’s war
3. Appreciate the nature of the Combat-related PTSD Client warfighter

4. Able to provide a theoretical Overview of the Combat Trauma Induction and Reduction Process

5. Able to apply theory to application in helping warfighters and their families

6. Familiar with the most useful Methods of Assessment and Diagnosis and be

7. Familiar with the PTSD Diagnostic criteria – and why it makes sense

8. Familiar with the Individual and Family Clinical Interview

9. Able to identify the most useful Paper and Pencil Assessments for Combat-related PTSD

10. Aware of the Standards of Traumatology Practice 

11. Be familiar with the array of Treatment Options for Desensitization especially CBT, EMDR, and TIR
12. Knowledgeable about the more effective methods for Stress Management and Self Soothing 

13. Understand the Academy of Traumatology Standards of Self Care Guidelines

14. Able to apply knowledge to Real cases

Part I: Orientation to the American War of 2005

Special thanks to Bill Nash, MD: my friend, coauthor, and editor of the 2006 book: 

Combat Operational Stress Management. NY: Routledge.

Part I: Orientation to the American War of 2005

A. War is Hell!

B. Four Current Military Attitudes toward Combat Stress

1. Combat Stress as a Weapon
2. Combat Stress as “Friction” to be Overcome and Banished from Awareness (military attitude)
The Prussian general and war theorist, Carl von Clausewitz (1832),

used the term “friction” to describe the physical, mental, and emotional stresses of combat. 

2. Military doctrine: Being tough avoids the “friction.”

3. Combat Stress as a Leadership Challenge Attitude

4. Combat Stress as a Test of Personal Competence Attitude
C. Nine Physical Stressors of War in the Gulf
· Heat and cold. 
· Dehydration and wetness. 

· Dirt and mud. 

· Sleep deprivation. 

· Noise and blasts. 

· Fumes and smells.
· Bright light or darkness. 

· Malnutrition. 

· Illness or injury - self or others. 

D. Six Cognitive Stressors of War in the Gulf

· Lack of information or too much information. 

· Ambiguous or changing mission, role, or rules of engagement. 

· Loyalty conflicts. 
· Boredom and monotony. 
· Experiences that don’t make sense. 

E. Five Emotional Stressors of War in the Gulf

1. Losses of friends to death or injury. 

E. Five Emotional Stressors of War in the Gulf

2. Fear of death and injury. 

3. Shame and guilt of inadequacy
4. Helplessness and lack of control. 

5. The horror of war carnage. 

F. Three Social Stressors of War in the Gulf: 
1. Isolation from social supports. 
2. Lack of privacy or personal space. 

3. The media and public opinion. 
G. Two Spiritual Stressors

1. Loss of faith in God. 

2. Inability to forgive or feel forgiven. 
H. Part A Conclusions
· War is hell and its effects remain the same, however

· This American war in the middle east is not alike any other, and

· These are different times than past wars

Part II: Orientation to Assessment of Combat-Related PTSD 

· Context of the typical client: 

· Action-oriented young male warfighters 

· trained to deny their own stress and vulnerabilities who 

· exhibit to family, friends, and comrades the signs and symptoms of PTSD

Assessment

· Initial interview

· Identification of goals

· Treatment plan with objectives

Assessment

· Assessment of both presenting problems and contributing factors (those that help and hurt)

· Informational interview of client’s traumatic “territory”

Theoretical Overview of the Combat

· Trauma Induction and Reduction Process

Theoretical Overview of the Combat Stress Induction and Reduction

Discrepancy between the appraisal of demand and confidence in the response represents stress reactions

Coping during the Emergency

Post-traumatic Recovery

· Differentiating between standards of conduct in war, post-war, and at home

· Adjusting to changes between contexts (makes R&R very risky)

· Differences between those who will/may redeploy down range and those who will be just veterans.

· All these memories are relevant in assessments

Individual Clinical Interview

Agenda of the warfighter: 

Maintain military discipline

Protect information harmful to career and reputation

Evaluate trustworthiness

Shop for possible solutions to problems of living in a civilian world

Family Clinical Interview

Paper and Pencil Assessments 

· Proper preparation (helps determine what is needed and when)

· Complete tests via Q&A since often the client has questions and needs help in answering

· Be cautious not to lead the client

Overview of Standards of Traumatology Practice 

· Array of Treatment Options for Desensitization 

· just as there are lots of options for treating other psychological challenges requiring a mental health professional

Array of Treatment Options for Desensitization

· Determining the following:

· How much exposure induction and when

· How much relaxation induction and when

· How much time do you have

· Methods of desensitization about combat-related PTSD

· Methods of client education about combat-related PTSD

CBT

glossary | reciprocal inhibition 
(SportsFit.Com)

· In sports medicine describes muscles on one side of a joint relaxing to accommodate contraction on the other side of that joint.

· In traumatology describes relaxation on one side of a trauma experience to accommodate to the distressing experiences remembering the trauma causes.  

The field of traumatology describes reciprocal inhibition

as the mechanism explaining how the conditioned fear responses (to the memory of the trauma) are gradually overridden by relaxation experiences associated with the memory.

In other words: “A spoon full of sugar (relaxation reflex) helps the medicine (memory of the trauma) go down (heal but with a good taste in your mouth).”
CBT and RI

· CBT includes frequent breaks, opportunities for clients to self sooth 

· CBT therapists will recognize the power of relaxation as they begin to use it as a resource not a distraction 

· they will use it when needed and conduct more client education about the importance of stress management, self soothing, self care, and relapse prevention.

EMDR

· Eye Movement Desensitization and Reprocessing (EMDR) is best for those who are 

· Concerned about exposure tolerance, 

· Hoping for precision therapy

· Need for control of the therapy

· curious about cause and effect.
· Who is trained?

· Who has used it with a traumatized client?

· How do you explain the treatment to clients?

· What have you found that it more effective in desensitization?

· The active ingredient in EMDR trauma treatment: Reciprocal Inhibition

EMDR and RI

· EMDR includes teaching client visualization and symptom containment measures, sessions include frequent breaks

· EMDR therapists will recognize the power of relaxation as they begin to use it as a resource not a distraction or something just taken for granted

· Bilateral stimulation induces the RI by providing the soothing, rhythmic activity – be it eye movement or knee tapping -- is soothing and induces sufficient relaxation to continue the therapy and eventually become desensitized.

· they will use it when needed and conduct more client education about the importance of stress management, self soothing, self care, and relapse prevention.

TIR

· Traumatic Incident Reduction (TIR) is best for those who are 

· Have a need to talk it through, 

· able to tolerate trauma exposure on their own terms, 

· curious about cause and effect.
· Who is trained?

· Who has used it with a traumatized client?

· How do you explain the treatment to clients?

· What have you found that it more effective in desensitization?

· The active ingredient in TIR trauma treatment: Reciprocal Inhibition

TIR and RI

· TIR includes teaching client talk about 

· the traumatic event in any way necessary and for as long as they wish as long at the end of this period they will have reached an “end point.”

· The end point represents being in a state of relaxation that also includes cognitive shifts.

TIR and RI

· TIR therapists will recognize the power of relaxation as they instruct the client to use self soothing measures as frequently as they wish. 

· they will use it when needed and conduct more client education about the importance of stress management, self soothing, self care, and relapse prevention.

Acupressure Stress Reduction Technique

· Acupressure Stress Reduction Technique (ASRT) is best for those who are 

· Interested in quick fixes and getting rid of the stress disrupting their lives, 

· Do not have a need to talk it through, 

· No interested or able to tolerate exposure, 

· Open to experimental solutions.

ASR Technique (cont.)

· Who is trained?

· Who has used it with a traumatized client?

· How do you explain the treatment to clients?

· What have you found that it more effective in desensitization?

· The active ingredient in ASR trauma treatment: Reciprocal Inhibition

ASR and RI

ASR is the purest example of RI: 

· First, the client is directed to focus on the trauma (stressor) but only enough to report on their level of distress. This level of stress number will be used as an indicator of the relaxation reflex working.

· Second, the relaxation method calls for the client to tap certain acupressure points in the upper torso. These points have been found to induce relaxation when stimulated in a certain sequence for as little as five minutes.

ASR and RI (Cont.)

· Like the systematic desensitization, the original method using RI, ASR helps the client override the fear with relaxation (e.g., Jacobson’s muscle relaxation technique).

· ASR therapists urge the client to use the ASR not just to treat traumatic stress but any type of stress. 

· But the frequent statement: “Use it or lose it,” applies to ASR’s effectiveness to manage distress.

Stress Management and Self Soothing Strategies I: 
Therapeutic Breathing

Stress Management and Self Soothing Strategies I: 
Therapeutic Breathing

Case Consultation

· What is the case regarding

· Client, presenting problem, treatment plan

· Outcome

· Questions

Conclusions 

· Today’s American wars are fought by those better trained and motivated than any in history

· First step in treating combat stress disorders is understanding combat and the stress reactions in and after war

· Second step is tailoring the treatment and help both the vet and his family

Conclusions 

· Contact info at FSU: CFigley@FSU.Edu
· 850 644 9598 http://mailer.fsu.edu/~cfigley

· www.FigleyInstitute.Com 850 294-6583

· CRF@FigleyInstitute.Com 

Evaluation of the Workshop and Other Paperwork

Demonstration of EMDR treating an anxiety disorder
