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extremely difficult). It is up to the clinician to consider a referral for those soldiers who
are in the severe range but do not report functional impairment or for soldiers in the mild

to moderate range of symptoms that do report functional impairment.

Figure 5. DD Form 2900 algorithm for military health care providers to provide PTSD
intervention based on PCL-C scores.

I wondered if soldiers who are indeed referred on (the percentage that endorse
above a 50 on the PCL-C and suffer severe functional impairment) would be provided an
opportunity to share their story or experiences in combat in more detail after referral to
psychotherapy. I examined the referral resources and the first source that PDHRA
clinicians are recommended to send veterans to is a website called militaryonesource.mil
which provides 12 sessions of confidential non-face to face counseling (i.e., telehealth)
for mental health problems. Other resources included referrals to the VA and VetCenters.

Examination of the VA clinical triage guidelines indicated that soldiers need to go

through further assessment and are more likely to be provided with
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psychopharmacotherapy before counseling (DoD, 2010). When counseling was
recommended, TF-CBT was the primary modality of choice followed by variations of
exposure-based therapies (e.g., Foa et al., 2009) and stress inoculation training. EMDR
was also suggested with caution because the guidelines noted:
Comparable effect sizes have been achieved with or without eye movements or
other forms of distraction or kinesthetic stimulation. Although the mechanisms of
effectiveness in EMDR have yet to be determined, it is likely that they are similar

to other trauma-focused exposure and cognitive-based therapies. (DoD, 2010,
p. 118)

Both EMDR and CBT begin with yet another standardized assessment of symptoms.

Overall, it seems that before a veteran would actually be able to explain any
narrative about the war, about what their problems were or what was upsetting them post-
deployment, they would have gone through a minimum of three PTSD and trauma related
symptom checklists and assessments (PCL-C 4 item screener in DD Form 2796; Full
PCL-C 17 item screener in DD Form 2900, CAPS), one traumatic events assessment
(e.g., SLES-Q) and various baseline quantitative ratings of distress and functioning (e.g.,
another PCL-C to begin TF-CBT in addition to ratings of baselines SUDs or in the case
of EMDR SUDs and VoCs).

This process of repeated forms and quantitative measurements is an example of
the scientistic and procedural framework of managed mental health care. Through the
completion of these forms and assessments, narrative and local experiences of suffering
are reduced to check-boxes of symptoms and assessments of quantitative levels of stress
that can be easily monitored, triaged, and used as data to assess patient, therapist and
clinical program success. If a solider scores a 49 instead of a 50 on the PCL-C, this one
point difference means they do not qualify for referral to therapy or continued services

where they may actually get to explain what they experienced on deployment instead of



416

being subject to filling out a form that lists symptoms. Overall, idiomatic, cultural, or
personal experiences of trauma that do not fit within the standard checkboxes cannot
come to light through the Battlemind assessment and conceptualization of trauma.
Thought-terminating clichés about cultural competency. Cultural competency
did not appear to be an aspiration of the Battlemind training, trainers or soldiers; if
anything the series encouraged cultural stereotyping and creation of a feeling that those
the U.S. was fighting were inhuman, evil, terrorists that could not feel or experience
suffering. Thus the thought-terminating clichés about culture in Battlemind were not
disguised as a form of cultural competency; discussions about culture were overtly shut
down by indiscriminately labeling persons in Iraq and Afghanistan as “the enemy.”
The portrayal of civilians in Iraq and Afghanistan in the training was almost a
caricature (e.g., prayer five times a day disturbing solider sleep, images of women in
niqabs or burqas holding machine guns (WRAIR 2008a, pg. 8), children reaching out of
the rubble to touch a solider (WRAIR 2008a, p. 14); for further discussion of cultural
tokenism through selected photo imagery see Lutz & Collins, 1993). Women and
children were overemphasized both in the trainer script and visually, as if to remind the
soldiers that devastating the country’s vulnerable civilians should be expected and that
this was ultimately the enemy’s plan and responsibility (e.g., “Remember the enemy is
not going to fight fair. He is going to hide behind women, children, in churches, among
civilians;” p. 8). Already within the first slides of the pre-deployment Battlemind
training there was a sense of reframing the soldier’s personal responsibility for civilian
death, and particularly guilt about killing women and children, as being the responsibility

of a faceless enemy.
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It was notable in the “what you will see, hear and smell” slide series that the
impact of war on the culture was not overtly recognized and was instead presented as part
of the environment of the “third world hostile forces.” Cultural notes were not intended to
be presented to the soldiers; anything that could possibly provide more detail or
humanize the civilians or combatants was omitted from the training.

While the intent of presenting the soldiers with what to expect on deployment was
to eventually argue that they must focus on fortifying their Battlemind, the presentation
had moral overtones that suggested that killing the enemy (and even children, women and
civilians when the enemy was hiding behind them) was somehow permissible or ethical
because the enemy would not be fighting fair and following the rules. All conversation
about the morality of war, let alone the culture of the persons and country that the U.S.
occupied, were avoided by reframing the environment as a third-world landscape of the
enemy. The involvement of the U.S. was presented as a moral mission in such a way that
people of Iraq and Afghanistan were seen as somehow incapable to defend themselves or
were some how amoral if they resisted the U.S. involvement.

Exclusion from the definition of trauma. From the two sub-themes of this
section presented above it was clear that Iraq and Afghani civilians and combatants were
excluded from being understood as experiencing trauma or suffering. U.S. forces were
seen as bringing stabilization and healing to the nation that was assumed to be already
undergoing civil war and filled with evil insurgents. From the PDHRA assessment, it was
apparent that having a symptom threshold below a 50 on the PCL-C excluded a solider
from PTSD treatment and related services. Other than these two major exclusions from

trauma conceptualizations, the Battlemind trainings steered away from labels of trauma
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and traumatized and instead suggested that some soldiers would have war stress injuries
but all would have problems with resetting their Battlemind. Almost all soldiers were
treated as if they were not traumatized per say but were experiencing the normal
problems of Battlemind adaptation.

This presentation of trauma and PTSD as a normal stress injury had a paradoxical
effect of excluding all soldiers from the definition of traumatized and trauma disordered,
while also including everyone in the definition of potential war stress injury and
Battlemind adaptation problems. The training allowed all soldiers to consider themselves
wounded from war because of a courageous and not pathological form of injury.

Thematic discussion: Trauma as universal and culture-free. While the
experience of a Battlemind injury was seen to be universal among soldiers, trauma was
not seen as universally experienced or culture-free; Iraqi or Afghani civilians or
combatants were not considered to be suffering or traumatized and the insurgents were
presented as evil and amoral. There was no discussion of prolonged violence existing in
Iraq and Afghanistan before or during OEF, OIF, and OND. Instead the countries were
presented as having “a third world smell” as if it was intrinsic that these countries would
naturally smell like fuel, burning flesh and hair, open sewage, and heavy chemical and
industrial smoke. These are the smells of a landscape of war; burning flesh should not be
considered to be a natural “smell that a lot of third world countries have” (WRAIR,
2008a, p. 17); these are the smells of a country that is undergoing chronic violence and
war. Overall, the experience of trauma was seen as personal injury endured only by
soldiers; Iraq and Afghani persons were not seen within the clearing of traumatic

suffering.
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In contrast to the exclusion of Iraq and Afghani persons from consideration of
trauma, within the military, trauma was seen as a culture-free universal experience to all
soldiers that could be easily understood and assessed as a skill malfunction (Battlemind
maladaptation) or type of physical injury. The symptoms of war-stress were seen as so
standard and universal that they could be identified according to symptom checklists of
four questions in the PDHRA assessment. The algorithms utilized by the PDHRA
clinicians were similar to those that Young (1995) witnessed being developed at the
National Center for PTSD. The assessment did not elicit any narrative about what
happened in the war or any of the unique qualities of soldiers’ experiences. In
Battlemind, the act of asking about mental health post-deployment was transformed into
an efficient algorithm to adequately triage service members to the appropriate care or
provide them a PTSD pamphlet. Overall, from the check-box symptom assessments to
the presentation of the war itself, in Battlemind there was no room for discussion or
consideration of the political and personal ramifications of war on the soldiers or civilians
in the U.S., Iraq and Afghanistan.

Shared Exemplar 1: Indoctrination into a Social Void of Scientistic Managed Care

Exemplars are stories or vignettes that capture what human being is like in a
particular cultural or historical situation. In this study, I looked for exemplars that
captured what human being is like in trauma culture in such a way that it could be
recognized in other situations that might have very different objective circumstances,
including those outside of the practice of psychotherapy. In particular, I focused on

identifying the therapeutic techniques and practices that trauma treatment manuals
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prescribed to training therapists, and noted the similarity between these techniques and
practices to others in the social world.

The shared exemplar, which I titled, indoctrination into a social void of scientistic
managed care, has four primary features: presentation of an origin myth, locating
pathology and healing within the dyad, overreliance on forms, hand-outs and
PowerPoints, and directive psychoeducation and thought-replacement.

Exemplar findings: Indoctrination into a social void of scientistic managed
care. This section presents quotations from the Battlemind series that are representative
of this shared exemplar. I have divided the section according to the four features listed
above.

Presentation of the therapy’s origin myth. Samelson (1974) coined the term
“origin myth” to describe the presentation of an apolitical, transhistorical narrative of
incremental progress towards an objective truth and science. In an origin myth, the
subject is decontextualized and presented in the form of discoveries from individual
geniuses (typically white Euro-American men) who each contributed to the development
of the contemporary understanding of psychology. The purpose of an origin myth is to
provide legitimacy to contemporary psychological concepts by presenting them as facts
that have existed in the same form for hundreds or even thousands of year. Each of the
trauma manuals interpreted in this study included some version of an origin myth and
often this myth was incorporated into psychoeducation about why the patient should be
attending the specific form of therapy prescribed by the manual.

The Battlemind origin myth begins with the original Battlemind trainings by

General Crosbie Saint (Saint, 1992). The term “Battlemind” was coined by Saint when he
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was the Commanding General of the U.S. Army Europe in the 1980s (WRAIR, 2006c¢).
General Saint’s Battlemind Guidelines for Battalion Commanders (1992) described
Battlemind as “a soldiers’ fortitude, the inner strength to face adversity, fear and hardship
during combat with confidence and resolution...the will to persevere and win” (p. 1).
Saint’s guidelines were developed in the post-Vietnam era when the PTSD construct rose
in popularity and the normative history of PTSD (Appendix A) and several origin myths
about the timeless quality of PTSD were popularized (Young, 1995). Saint’s origin myth
locates Battlemind as a concept intrinsic to human society for thousands of years, “The
development of solider attributes underlying Battlemind is based on the principles of
human behavior and in part the practices of successful armies over a span of 4000 years
(e.g., Xenophon (Rouse, 1947) and Sun Tzu (Clavell, 1983)” (p. 15).

Adler, Castro and McGurk (2009) drew from Saint in their development of the
Battlemind training and debriefing series but slightly reworded the Battlemind definition
to be, “A warriors inner strength to face adversity, fear and hardship during combat with
confidence and resolution. It is the will to persevere and win” (WRAIR, 2006¢, p. 3).
Throughout the contemporary Battlemind training and debriefing series General Crosbie
Saint was referred to periodically. For example, the final post-deployment training notes
that the term Battlemind was coined by Saint “to train his battalion commanders how to
develop the warrior ethos that they would be leading into combat” (WRAIR 2006b, p. 2).
Thus, while Saint located Battlemind as a concept intrinsic to humanity for thousands of
years, the authors of the contemporary Battlemind referred to Saint as further support for

a long tradition of training soldiers in building “armor for their mind” (WRAIR 2008a).
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The Battlemind I post-deployment training (WRAIR, 2006a) also began with an
origin myth about returning home from deployment:

History has taught us that combat veterans from every war America has fought in

from the Civil War to the Spanish-American War, to World War I and World War

I, from the Korean War to the Vietnam War to the first Gulf War to the present,

report being angry and edgy...but they’re always happy to be back home.
(WRAIR, 20064, p. 2)

This myth suggests that veterans throughout time—from the Civil War to OEF—
have always experienced the same reactions to the war. The utilization of this origin myth
is problematic for many reasons, namely by naturalizing the state of war, existence of the
current expression of PTSD symptoms throughout time, and evidence-based trauma
treatments that currently reduce personal and public responsibly for killing (cf. Camus,
1946) and make it acceptable to turn inward (cf. cognitivist ideology; Sampson, 1981)
rather than to the social realm to discuss the implications of war and violence; this will be
discussed below.

Location of pathology and healing in the dyad. In the Battlemind training series
pathology and healing in human relationships were often described in dyadic form. There
was particular emphasis on the relationship between the soldier and their battle buddy.
The post-deployment training framed the relationship between the solider and their buddy
as one where the buddy was responsible for monitoring the well-being of their fellow
solider, “You know each other. Can you recognize if you buddy is having a hard time? If
no, this training will help you to recognize when it might be time to help a buddy or to
get help yourself. Look around and help out those who are struggling” (WRAIR 2006c,
p-4).

Buddies were particularly emphasized on the set of slides that presented a post-

deployment reaction to war or readjusting home or what was framed in the training as a
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Battlemind maladaptation dilemma (described in the following section, Directive
psychoeducation and thought-replacement, pp. 424-425). Each dilemma included a
Battlemind check for self and buddy that listed three questions such as has your buddy,
“threatened someone with a weapon? Carried a loaded weapon in the car? Kept an
unsecured loaded weapon at home?” (WRAIR, 2006c, p. 9). After performing the self-
and buddy-checks for each Battlemind dilemma the buddy’s role was to help the soldier
adapt their Battlemind and prevent the soldier from hurting themselves or another person
when adjusting to life at home.

The end of the training focused particularly on how the solider should get help
through the buddy dyad, “Here are some ways to get help. As we’ve already talked about
the first place Soldiers go to for help is to their buddies and to their good leaders”
(WRAIR, 2006c, p. 54). After presenting buddies as the first option the trainer suggests
the chaplain, “What’s the nice thing about going to a chaplain for help? It’s confidential”
(WRAIR, 2006c, p. 54). The trainer then suggests that soldiers go to the medical clinic
and to say, “If you need more help you can you go to? Behavioral Health. You can also
go off post. However, depending on where you are stationed, behavioral health specialists
may not speak English and you may have to pay out of pocket for it” (WRAIR, 2006c,

p. 54).

While inclusion of the buddy on some level may seem more relational or
community-focused than other forms of therapy that recommend complete reliance on or
calling the therapist instead of a community member when in distress, the buddy’s role
was prescribed as one that was surveillance and compliance oriented. For example, the

goal of buddy-checks was ensure the buddy follows the Battlemind training principles or
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is referred to behavioral health/therapy if they cannot. Thus the buddy, while supportive
and involved in the soldier’s life, was prescribed by Battlemind to ideally act as an
extension of the clinical gaze (cf. Foucault) to ensure that any solider that acted out of
line could be eventually referred to or flagged for mental health treatment- even when
this behavior occurred in social settings and outside of military service.

One of the final video vignettes in Battlemind II post-training (WRAIR, 2006¢)
involved such a scenario where two senior non-commissioned officers (NCO) who were
assigned as buddies were discussing a solider “SGT Jones” or “Jonesy” (p. 85) who went
from being a “go-to-guy” to now getting into “all kinds of hot water” (p. 85). The video
appeared to have been set up to invoke a sense of care-free masculinity, as both NCOs
are out of uniform, bearing their muscles in casual tee-shirts, and working out together as
they play basketball in the sunshine. The first NCO recommends to his buddy that
Jonesy be referred to counseling. The buddy, who is “not a fan of mental health” accuses
the first NCO of “going soft” (p. 87). The first NCO then reveals to his buddy that he
actually once attended counseling because upon returning home from Iraq he was so
depressed and angry that his wife threatened to leave him and take their children. The
buddy asks if the first NCO’s Commander knew, and he reveals that in fact the
Commander recommended he go to counseling. The trainer script read:

This NCO believes the myth that only weak Soldiers have MH [mental health]

problems. He gives his buddy a hard time for suggesting that SGT Jones might

need some assistance...and he never would have guessed that his own buddy, a
senior NCO, would be going to counseling (p. 93).

By the end of the vignette everyone agrees that Jonesy should go to counseling

and that it is “a myth that only weak soldiers have mental health problems” (p. 94). Thus,
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the training recommends that the buddy-dyads encourage referral to therapy when the
buddy cannot directly assist in offering skills to reset their buddy’s Battlemind (Table 5).

In sum, all of the healing relationships were presented in dyadic form: self-buddy,
soldier-chaplain, solider-doctor, and solider-therapist. The other primary relationship
emphasized was returning home to a significant other or spouse. The assumption
appeared to be in the training that the solider would have one primary significant other
who would be affected by and would be a primary support for the solider. This was true
to the extent that Battlemind actually included a spouses’ training, which was not
analyzed as a part of this study. All of the dyads were described as supportive to the
solider suffering from mental health problems, and the aim of all the dyadic interactions
was to refer to mental health treatment. Thus the soldiers learn that suffering can be
expressed in the social sphere of the dyad (anything larger than this might be
unacceptable) and that referral to mental health is the most acceptable response to
soldier’s in distress.

Over-reliance on forms, handouts, and PowerPoint in therapy. Battlemind pre-
and post-deployment trainings were designed as PowerPoint presentations where the
trainers (the psychologists or therapists and leaders) delivered the training by reading
from presenter notes on the PowerPoint. The PowerPoint format with trainer notes
allowed for the trainings to be standardized across platoons in the military and for any
leader to be able to deliver the exact same preparation for deployment to each platoon.
The experience of Battlemind training for soldiers would be sitting in a room watching a

screen and responding to prompts from the trainer.
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The in-theatre debriefings did not involve a PowerPoint presentation; however,
the interactions were also divided into modules and scripted (Adler et al., 2007). Each
solider was given a Battlemind resource card at the end of the de-briefing that apparently
contained all of the information a solider would need to respond to in-theatre distress:

We’re going to give you a card with all your local behavioral health resources on

it. [To trainer]: (review the resources briefly, especially ArmyOne Source).

Leaders may want extra cards. If you are a leader, or will be a leader soon, then

you don’t want to be fumbling around trying to find out where to get one of your

service members the help he or she needs. All the information you’ll need is here
on the card. (Adler et al., 2007, p. 23)

The assessment of the training effectiveness and solider mental health was
conducted by following the protocols outlined on several forms (e.g., PDHRA and
DD Form 2900; see further discussion of the assessment in the section, Flattening
of All Local Experiences and Narratives of Suffering, pp. 410-414). Overall, the
solider would encounter a total of three to four PowerPoint presentations, multiple
resource cards and referral handouts (depending on number of in-theatre
debriefings attended) and would complete upwards of seven mental health
assessments and related forms.

Directive psychoeducation and thought-replacement. The Battlemind pre-
deployment training provided psychoeducation about what to expect during the war and
how to respond to these thoughts by engaging Battlemind. I have presented examples of
directive psychoeducation throughout this section such as the “What you will feel, think,
smell” on deployment slides. There was minimal directive psychoeducation about PTSD
and trauma related disorders in the pre-deployment training, except for one slide in the
Leader’s training which read, “Reactions that are sometimes called PTSD can help

Warriors survive in combat. Most Warriors (80-90%) do not develop PTSD but some
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need help [...] [PTSD] is a very complex diagnosis that has several symptoms including
intrusive memories, flashbacks, nightmares, being hyped up, [and] sleep problems”
(WRAIR, 2008a, p. 51). This was the first mention of PTSD (out of two in the entire
training) and it was presented in the pre-deployment training as being adaptive for
deployment.

The post-deployment training utilized thought-replacement in each vignette of
how to reset their Battlemind skills for the home zone. As the training stated, “Battlemind
skills will help you survive combat and high-risk military deployments; however, these

same skills will cause problems when you get home if you fail to adapt them” (WRAIR,

2006c, p. 4). The training included thoughts soldiers might have after returning from
deployment and how to adapt Battlemind by resetting it with new thoughts (Columns 3
and 4 of Table 5). Table 5 presents how a Battlemind skill can go wrong post-deployment
followed by an example of a Battlemind replacement thought that the training suggested
would be adapted for the “home zone.” The training did not use or mention the language
of thought-replacement but the proposed interventions involved the trainer suggesting
alternative actions and thoughts for the soldiers to engage in as a part of resetting their
Battlemind to adapt to returning home post-deployment (Column 4, Table 5).

Exemplar discussion: Indoctrination into scientistic managed care. This
exemplar had four primary features: presentation of an origin myth, locating pathology
and healing within the dyad, overreliance on forms, hand-outs and PowerPoint
presentations, and directive psychoeducation and thought-replacement. Many of these
features are therapeutic techniques that are a form of indoctrination into a world of

scientistic managed care that ignores social relationships outside of the dyad, and values
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compliance and control as a good way to be human. The techniques described in this
exemplar were not limited to Battlemind or psychotherapy in general.

To begin to indoctrinate the patients into the culture of compliance-oriented care
management, Battlemind utilized an origin myth to suggest to the warriors that values
and practices of Battlemind are static and have been accepted by soldiers for centuries.
What is particularly important about this origin myth was the idea that war itself was
somehow natural to humans and exists today in the same form as it did thousands of
years ago. As Camus (1946) pointed out, warfare has changed immensely with the
invention of modern technologies like the atomic bomb and more recently unmanned
aircraft drone strikes. These technologies and abstraction of bureaucratic procedures, like
attending PowerPoint trainings and filling out several DD Forms, have allowed for a
social distance between those who participate in or standby while war occurs; in short,
these technologies have allowed murder to become depersonalized. The war of one
thousand years ago that General Saint mentioned is not the same kind of war that is
fought today; and certainly the mental training to arm, reset and deprogram the modular
warrior reflects and reproduces a contemporary, industrialized and depersonalized world
that is not the same as it was in ancient Greece.

One danger in the origin myth of PTSD is acceptance that the current state of
dissociated and distant acts of killing that involved in war are somehow historically
similar and acceptable (i.e., natural, time-tested, honorable or traditional) to all wars. The
second danger is that naturalization of the particular symptom expression of PTSD as it is
presently represented in the DSM-IV. As I reviewed in the background the contemporary

medicalized expression of trauma is relatively recent historically. The normative history
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of PTSD (Appendix A) emerged in the 1980s after the National Center for PTSDs
development of the PTSD “knowledge product”, which included a DSM III diagnosis,
research and treatments for the disorder. The disorders listed in Appendix A are quite
different, but their compilation into a single history or origin myth that appears to make
incremental progression to modern-day PTSD suggests that contemporary expressions of
trauma (that are cognitivist, asocial and interior) have always existed in this way. Careful
examination of the table and the definitions of trauma suggest otherwise (e.g., reactions
to war post-OEF are rarely expressed as muteness, as was common post-WWI; women’s
experience of trauma was seen as categorically different to men’s experience). When
comparing the traumatic sequelae and context of wars like WWII and Vietnam (See
review in Chapter II: Background and Literature Review, pp. 76-88) to the Civil War and
to OEF, there are distinct differences, such as the reasons for war, countries and cultures
involved, political climates, technologies available, and public reactions to war, to the
extent that it would be nearly impossible for these veterans to experience and express
reactions to war in the same way.

Another danger of accepting the origin myth of PTSD and those included in
Battlemind is the tacit suggestion that because distress has been expressed similarly over
centuries, the healing technologies (e.g., form, worksheet and manual-based therapies)
are the natural, common-sense response to distress. The therapies in this instance
contribute to the maintenance of the origin myth and societal acceptance that war is
natural and responses to war should be apolitical and asocial; they should occur primarily

in the mind or in the privacy of a healing dyad (e.g., therapist-patient, solider-spouse).
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In Camus (1946) commentary on WWII, people were described as consumers or
spectators that could be appealed to by fear, rather than by interest in social relationships;
society was gripped by terror such that reflection was impossible. The Battlemind
trainings are perhaps Camus’ nightmare; they have been born from the continued reality
of a depersonalized dystopia that Camus recognized and feared post-WWII. The
Battlemind training series and the therapists who participate in this training are training
soldiers through thought procedures about how to avoid thinking politically and socially
about the moral consequences of murder.

Before continuing I should note that though the psychoeducation and thought-
replacement exercises utilized in Battlemind provide a mental map for soldiers to follow
to reprogram or reset their mind, as if they were robots, I do not intend to collude with the
training in suggesting that soldiers actually are robots that simply can be programmed to
accept their trainings. They are not passive vessels that have lost the capacity to think
critically and morally and they are not completely subject to accepting and absorbing
Battlemind trainings. It’s possible soldiers have found ways to resist Battlemind and
express suffering in different ways than those suggested by the training.

Although I believe that soldiers may not accept or actively can resist the training,
from my interpretation of the Battlemind manuals, it was difficult to understand how
soldiers might do this. The training did not appear to not make room for varied forms of
suffering or resistance and certainly did not allow for reflective way of human being to
come to light. I have further explored the forces of thought-reform and milieu control that

make it difficult for soldiers to resist Battlemind training below.
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Battlemind Exemplar 1: Battlemind Creates the Warrior Cult

Exemplars are stories or vignettes that capture what human being is like in a
particular cultural or historical situation. In this study I looked for exemplars that
captured what human being is like in trauma culture in such a way that it could be
recognized in other situations that might have very different objective circumstances,
including those outside of the practice of psychotherapy. In this section, I present an
exemplar that I only interpreted for the Battlemind training and debriefing series:
Battlemind creates the warrior cult (cf. Lifton, 1973). I later present the Warrior Cult as a
paradigmatic object that exists as a way of being more broadly in trauma-based society;
however, here I focus on the technologies and techniques of therapy that create the
warrior cult. In other words, this exemplar describes how the cult is created. The cult
itself I later interpret as a way of being.

Exemplar findings: Battlemind creates the warrior cult. The structure of
military socialization in Battlemind resembled both a coming of age ceremony and cult
indoctrination. I reviewed the broad structure of cults and indoctrination and their
relationship to coming of age ceremonies in the Background and Literature Review
Chapter (pp. 119-128). Here I discuss specific examples of this structure in Battlemind.

Creation of altruistic cult leaders in Battlemind. The Battlemind training was
structured so that psychologists trained the leaders and the leaders trained the soldiers in
their platoon in Battlemind. The psychologists primarily used the thought-reform
technique of dispensing of existence (described by Lifton, 1959/1989) in the leader
training to ensure that leaders followed Battlemind guidelines and created an

environment of obedience and dependence amongst the soldiers. To emphasize the do-or-
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die nature of the training, the first responsibility the leaders were given via the training is
the responsibility of the health and well-being of the soldiers. The training stated, “As a
leader, you’re going to be the guy to get the bad news as it is. [...] You have an
obligation to take care of your Soldiers, you are the ones to deal with the news. You need
a strong mind—your Battlemind—to accept those facts as they are” (WRAIR, 2008a,

p. 27); “Good leadership keeps up morale and cohesion and contributes to Soldier mental
health. I mean your level of leadership, not battalion or brigade leaders, you guys”
(WRAIR, 2008a, p. 43), and “The only real measure of leadership in combat is mission
success, valor in combat and leader performance, never personal gain. It’s about you
taking care of your Soldiers” (WRAIR, 2008a, p. 45).

Battlemind incentivized leaders for taking care of their soldiers by suggesting that
the leaders will get better performance and obedience from their soldiers if they take
responsibility for their wellbeing. For example, the leader training concluded with a slide
titled “The American Warrior” that featured a quote from Dwight Eisenhower:

The capacity of soldiers for absorbing punishment and enduring privations is

almost inexhaustible so long as they believe they are getting a square deal, that

their commanders are looking out for them, and that their own accomplishments
are understood and appreciated. (WRAIR, 2008a, p. 72)

The training also described how indecisive and poor leadership can cost-lives,
“combat is not time for a learning curve because mistakes cost lives. If you have a leader
who is struggling with his or her responsibility, you need to reassign them. This can be a
tough reality. But you owe it to your Soldiers” (WRAIR, 2008a, p. 44).

To gain the benefits of greater solider performance and endurance, the training
instructed the leaders on how to establish credibility and trust so that soldiers will be

more willing to rely on the leaders and eventually report problems, like traumatic stress
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injuries, to the leaders. The training described to the leaders how they can provide
financial incentives and light duty to soldiers when they are having problems to ensure
that the leaders are trusted:
Don’t let family problems go unanswered. When we give Soldiers pre-
deployment Battlemind training we tell them to talk to their leaders if they are
having family problems and talk to you early. But what are you going to do with
that information? ...If you listen, if you identify actions you can take (whether
through finance, the rear detachment, whatever) if you follow-up and check-in

with the Solider to see how things are going, then your unit will know you’re that
kind of leader. (WRAIR, 2008a, p. 45)

The training continued that leaders should create home-like environment to
further foster trust, “It doesn’t take a lot of effort to keep track of important milestones in
a Soldier’s life (the birth of a child, a graduation, anniversaries). But a little attention to
those details can go a long way” (WRAIR, 2008a, p. 61). The training also directed
leaders to ensure they give out resources including water, food and rest fairly among
team members to retain credibility (WRAIR, 2008a, p. 65).

Though the platoon leaders were in many ways trained to be positioned as cult
leaders (e.g., given ultimate control over sleep, eating, job responsibilities, physical and
mental well-being and many cases life-or-death), they may not meet the classic
description of a narcissistic cult leader that self-assigns these responsibilities and believes
they have a mystical connection to a higher power (cf. M. T. Singer’s (1995) definition).
Instead, the leaders were trained to foster extreme dependence of their platoon for the
purposes of the larger military goals, which on a micro-level was the early identification
of or overcoming of PTSD symptoms. On a more socio-political level, the early
identification of PTSD may also serve to identify soldiers that might seek support outside
the military, or otherwise be so outraged, violent, or depressed that they might instigate

some type of social change or rejection of the government’s prolonged involvement in
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war if they are not placed in therapy (cf. Young, 1995). The leaders face pressures to
foster dependence on the military that they in turn place on their soldiers.

Milieu thought-reform in Battlemind. 1 have provided examples of Lifton’s
(1959/1989) milieu thought-reform techniques in Battlemind. The format of this section
follows similar studies that have used Lifton’s identified structure of thought reform to
interpret cult phenomenon in psychology (Cushman, 1986, 1989). I did not include
detailed discussion of the techniques of mystical manipulation, scared science and the
cult of confession because there were few examples of these techniques in the Battlemind
training. I presented examples of Lifton’s thought-reform techniques here in order of
those that I found most to least salient in the texts:

Milieu control. This feature of thought-reform includes taking over the entire
social milieu through manipulation and control of bodies and their environment such as
controlling food, rest, time structure and human communication. The military structure
almost by definition involves milieu control (e.g., uniforms, set schedule, strict adherence
to military procedures, rules of engagement, leaders dole out resources and set sleep and
eating shifts). Prior to Battlemind it is likely the platoon already experienced milieu
control in other trainings (e.g., boot camp), and thus soldiers were already primed to
respond as a group rather than as individuals to the Battlemind pre-deployment training. I
was interested in how thought-reform was continued in the Battlemind psychological
training and debriefing over and above the general milieu structure of the military.

The first aspect of milieu control I identified was that attending Battlemind
trainings and debriefing was not optional. Battlemind was designed as a preventative

treatment for PTSD, sleep problems and depression for the Solider Comprehensive
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Fitness Program and was required for all recruits before deployment. Similarly, the in-
theatre Battlemind debriefings were required on deployment and often occurred on a set
schedule (Adler, Castro, et al., 2009). Given the absence of the words treatment, trauma
and PTSD in the Battlemind and the euphemisms for emotional reactions to war (e.g.,
Battlemind injury; see also thought-terminating clichés in Table 6), its unclear if soldiers
could gain awareness that they were attending a mandatory psychological training and
preventative treatment (cf. Heller’s (1988) secrecy).

The second aspect of milieu control that I identified was the requirement that
every person with which the solider has regular contact when deployed (i.e., leaders,
fellow warriors and spouses) was required to take a Battlemind training. This is a key
feature of creating in-group mentality with milieu thought-reform and distancing of
outsiders. By ensuring that the recruit will only have contact with those who have
undergone similar indoctrination processes they will be more likely to adhere to and
encourage the principles promoted in Battlemind. For example, the adage of “Battlemind
Check (Self & Buddy)” was repeated on every slide in the Warrior post-deployment
training (over 30 times in the hour long training); the message was that retention of
Battlemind and awareness of problems is the responsibility of first yourself, then one’s
assigned buddy. The buddy’s job was to help remind the warrior about the principles of
Battlemind. If the buddy somehow failed to address the warriors’ problem and convince
them to seek help, the soldiers were provided with a list of contacts, ranging from
therapists to chaplains, to talk to; none of the persons on the list were outside of the

military organization and culture and all had received Battlemind training.
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The dispensing of existence and doctrine over person. Dispensing of existence
indoctrination involves simulating the fear of extinction such that deviating from training
or attempting to leave the training suggests a life-or-death scenario. In doctrine over
person, the organization creates situations in which it respects and values its doctrine and
objectives more than individuals of the organization. This can lead to situations where the
brutalization of the individual is condoned or even encouraged (e.g., an individual’s
suffering may be attributed to misapplication or doubting of the group’s doctrine). In the
Battlemind trainings these two techniques were used in tandem. Deviating from the frame
of the Battlemind trainings was defined as leading to a potential safety risk or life or
death scenario (dispensing of existence) and those who did so were seen as not absorbing
the principles appropriately and being uncourageous (doctrine over person). On the other
hand, those who did die courageously by adhering to the principles of Battlemind were
seen as sacrificing their personal goals for the goals of the military, and ultimately for the
freedom of the country (doctrine over person). Either way death was explained according
to the doctrine or as ultimately due to the acceptance or rejection of the principles in the
Battlemind training.

In both the pre- and post-deployment training examples there was emphasis on
preventing death through engaging one’s Battlemind. The following quotations from the
Battlemind training for leaders demonstrated how the psychologist trainers instruct the
leaders to create an environment of dispensing existence. The quotations are presented in
the order they appeared in the training manual texts:

The first objective of Battlemind training is to prepare Warriors mentally for

rigors of combat and other military deployment...The final objective is to prepare

Warriors to possibly deploy again in support of all types of military operations
including additional combat tours. (WRAIR 2008a, pp. 4-6)
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The worst days are going to test your Battlemind- Your inner strength to face fear
and adversity in combat with courage. (WRAIR 2008a, p. 11)

If you don’t drive on, if you get stuck on decisions that you’ve made and feel
guilty about them, what will happen the next time you need to make a decision.
You’re probably going to freeze. And what’s the problem with freezing? What
may happen? People can get killed or injured. If you end up second-guessing the
decisions you made remember this training and focus on what you’ve learned.
Watch out for each other and encourage each other to get past the second-
guessing, the guilt. Trust your training, trust your leaders, trust your buddies.
(WRAIR 2008a, p. 20)

These quotations demonstrate how the trainers build a progressive argument for
dispensing of existence as the training progresses. The argument demonstrated in the
quotations above can be summarized: 1) Battlemind is needed for protection in battle and
for possible redeployment (if you don’t attend you won’t be protected); 2) You will have
times when you will want to go home, but staying is considered courageous and your
Battlemind will protect you (if you try leave you will not be considered courageous so
strengthen your Battlemind now); and, 3) If you feel guilty about participating in war or
killing someone this could lead to freezing and eventual death (don’t think morally; don’t
second guess your Battlemind or you will die).

In the post-deployment training there was continued emphasis on not feeling guilt
or second-guessing their training and participation in war. The following quote focused
on what was referred to as “driving on” while feeling grief:

It’s 3 to 4 months since you’ve been back. Should you still be grieving? [Trainer:

Listen for/say: yes.] But if that grief or guilt is keeping you from enjoying your

life then you may need to get help. ... It’s easy to say in hindsight to second-guess

your decision or the decisions of others. With the info you had at the time, would
you make the same decision? Probably yes. It’s learning from your decisions
without second guessing them that’s important. [...] If you’re feeling so much

grief that you can’t be happy or appreciate life then you may need to go get help
(WRAIR, 2006a, p. 36-37).
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The post-deployment training continued by suggesting that the soldier’s “dead
buddies” would not want them to obsess about their actions, “Don’t allow your survival
guilt to destroy you. Your buddy would want you to drive on... If you could have gone
back to the day before your buddy died and [asked], ‘“What if you died? Would you want
me to drive on?’ He’d say yes... Remember the fallen and live a life worthy of their
sacrifices” (WRAIR, 2006b). The emphasis in these sections was on adhering to the skills
learned in pre-deployment training and “driving on.” Driving on was a euphemism for
not thinking morally or at all about the war. After presenting several scenarios in which
the soldiers should “drive on” without thinking about consequence of their actions, the
trainers were then asked to “prompt for survivor guilt” and to elicit stories from the group
when they lost a comrade. The trainer then was to prompt the soldiers’ to give their
buddies “a head’s up before [they] go on about second-guessing” (WRAIR 2008a, p. 20)
because it could risk their life.

Overall, dispensing of existence was utilized in the pre-deployment trainings to
ensure that the soldiers absorbed the Battlemind doctrine (lest their Battlemind became so
weak, lacking courage and ambivalent that it leads to death) and that soldiers continued
to retain a mentality of “driving on” and “not second guessing” when questioning the
military or their participation in the war after they have returned from deployment. Those
who did second-guess suggested to be weak or problematic to the military.

While it is undoubtedly true that the threat to the soldiers’ life exists while
deployed, the element of thought-reform that was utilized in this part of the training was
the claim that the threat of death was more likely if the solider engaged in thinking,

doubting or experiencing any guilt about their actions in war. The message to the soldiers
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reiterated throughout the training was that they were also responsible for making sure
their buddy-comrades did not think about the morality of participating in war in order to
prevent the buddy’s death.

A final example of doctrine over person occurred when Battlemind rationalized
the suffering of the platoon and deaths of soldiers who did not second-guess and who
adhered to the Battlemind principles. The idea of an honorable death by adhering to
Battlemind principles and fighting for ones country was promoted in the final sentence of
the last post-deployment training, “Freedom is free for most Americans. But not for you
all. Everyone of you has made serving your country a personal priority and you’ve made
the sacrifices. Most American’s won’t make that sacrifice. So be proud of your service”
(WRAIR, 2006b, p. 30).

The demand for purity. The demand for purity involves creating an idealized or
perfect model to strive for in such a way that members never feel satisfied or competent;
this aspect of thought-reform increases reliance on the group leader and the official
ideology to guide the members. I interpreted there to be two primary idealized models
promoted in Battlemind: the mentally strong warrior solider who is unaffected by war
and the solider who gets helps for his problems. I refer to these models as the Battlemind
Warrior and Audie Murphy Solider respectively.

The ideal of the Battlemind Warrior was emphasized in the pre-deployment
trainings as a solider who continues to exude mental toughness in the face war. Examples
of the Battlemind Warrior ideal were represented in quotations like, “Deployments can
strengthen your Battlemind” (WRAIR, 2008a, p. 15), “You guys are tough. There is no

doubt about that. You are physically and mentally tough. You’ll be able to handle what
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the enemy throws at you” (WRAIR, 2008a, p. 26). In a slide titled “What a warrior
should know and do” the first instruction is to, “Steel your Battlemind” (WRAIR, 2008b,
p. 26) this was defined at a later part in the training to mean, “Maintain your mental
toughness, meet challenges head on, be confident, take calculated risks and maintain
positive thinking during times of adversity and challenge” (WRAIR, 2008b, p. 30).

The post-deployment trainings, emphasized the ideal of a solider who is mentally
tough but also knows when to seek help—the Audie Murphy Solider, which I previously
described in the section: Valorization of the Enterprising Self (pp. 397-399).

Both the Battlemind Warrior and the Audie Murphy Solider present masculine
archetypes, similar to those that Arkin and Dobrofsky (1978) described in their analysis
of military recruitment. >’ They wrote about how the military is designed to re-capitulate
the lifecycle where boys enter as a skinned-head recruit, attend warrior initiation, and for
some, leave the military as men—badged and rewarded in retirement. Arkin and
Dobrofsky’s thesis was that for soldiers between the ages of 17 and 20, a time period
often seen as the transition between adolescence and adulthood, the military creates an
environment for formation of a masculine military identity that is so powerful that
soldiers are unable to give up this identity during the transition back to life at home. This
leads to many of the problems that have now been identified as symptoms of PTSD (e.g.,

avoidance of relationships, anger, replaying military events).

>* Arkin and Dobrofsky (1978) identified three masculine coming-of-age archetypes that
emerged during each phase of military socialization: the heterosexual female archetype
which is to be dominated and conquered as a part of war, the team archetype in which
failing is letting down your friends and compatriots, and the family archetype in which
soldiers are prepared for ongoing separation from loved ones.
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Attaining both the ideals of the Battlemind Warrior and Audie Murphy Solider
presents an impossible bind for soldiers: the warriors should “steel their mind” (WRAIR,
2008b, p. 26), be courageous, and remain unaffected regardless of what the enemy throws
at them (e.g., drive on and don’t second guess); yet, after deployment, they are expected
to quickly recognize every reaction that they were previously asked to ignore during war
and seek help. They must somehow recognize their symptoms, alter their Battlemind, and
retain hero status. As I previously discussed, given these impossible glorified models it is
unsurprising that psychologists inform the leaders during their training that 65% of
soldiers don’t report seeking help for fear of being perceived as weak (WRAIR, 2008a, p.
55). Based on this trend, despite likely feeling the weight of confusion, guilt and
suffering after war (cf. Marin, 1981), the demand for purity prevails on the veterans.

Cushman (1989) has described the demand for purity as a major step in creating
what Lifton (1959/1989) identified as the “sacred science” and Heller (1988) called
“miracle” where the organization develops an ideology that embodies a universal truth
that is believed to be sacred, flawless and transcendent. The act of questioning, doubting
or disagreeing with the sacred science is considered to be an individual personality flaw.
In this case, because soldiers may perceive themselves as failing to meet the ideals of the
hyper-functional and masculine Battlemind Warrior and Audie Murphy Solider they
develop greater dependence on the military in hopes they will one day meet these ideals.
In turn they are less likely to question the idea that these two archetypes may represent
unattainable ideals or reject the notion that anger, confusion and other common reactions
to participating in war are due to personal failure. The demand for purity also contributes

to upholding the sacred science because soldiers may also be less likely to leave or to
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seek help from sources outside the military when distressed for fear of seeming weak or
not “man-enough.”

Loading the language. Speaking in thought-terminating clichés creates
intellectual confusion, maintains group cohesiveness, and keeps outsiders from making
meaningful contact with the group. Table 6 includes a list of clichés, jargon and
euphemisms that were repeated throughout the training. Many of the clichés represented
the moral doublethink (cf. Orwell’s /984) that was promoted throughout the training: it is
noble, right and good to engage in warfare but it is not good or acceptable to think
critically about the morality behind decisions. The problem with thought-terminating
clichés is that the therapy contributes to creating the very symptoms, such as confusion

and avoidance, that it was designed to treat.
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Cliché Quote of Trainer Script Surrounding One Utilization Potential Thoughts the Cliché Taken for
of Cliché (Citation); Meaning Terminates Granted Assumption About
Human being
“Steel your “Maintain your mental toughness, meet challenges * This experience can’t be Problems in the social world
Battlemind” head on, be confident, take calculated risks and overcome mentally. can be guarded against or

(WRALIR, 2008b,
p. 26)

maintain positive thinking during times of adversity
and challenge” (WRAIR, 2008Db, p. 30); Don’t let
war affect you.

¢ This will be horrific and
incomprehensible.

¢ [ shouldn’t or can’t do this.

prevented through fortifying
the mental world.

“Reset your
Battlemind”

(Adler et al., 2007,
p- 23; Castro,
2006,

p.-17)

Reset the soldier’s Battlemind “so they can be just
as effective at home as they were in combat”
(WRAIR, 2006D, p. 2); Reset your mind and you
won’t have problems.

¢ It will be difficult to adjust back
home.

* ] don’t think my problems can be
fixed.

The mind is like a computer
that can be programmed and
deprogrammed.

Suffering caused from war and
violence can be overcome
with mental skill.

"Freedom isn't
free" (WRAIR,
2006b, p. 30)

"You've made the sacrifices. Most American's won't
make that sacrifice. So be proud of your service"
(WRAIR, 2006a, p. 34); Your suffering was for the
greater good and safety of society.

All of the thoughts listed in the
“What you will think during
deployment” slide (WRAIR, 2008a,

p. 19), such as:

* No one will notice the sacrifices I
have made

* ['ve wasted my life here.

* There doesn't seem to be a point
to this.

We are free because of war
and the sacrifices of soldiers.

Killing is a necessary evil to
ensure safety.
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"Drive on" (WRAIR,
2006b; WRAIR, 2008a,
p. 20)

“Don’t allow your survival guilt to destroy you. Your buddy would want
you to drive on. ...If you could have gone back to the day before your
buddy died and [asked], ‘What if you died? Would you want me to drive
on?’ He’d say yes...Remember the fallen and live a life worthy of their
sacrifices” (WRAIR, 2006b); Don’t allow yourself to feel guilty.

This was wrong.
I am devastated.

I did something
wrong.

The war was
wrong.

I need to mourn
my friend.

I am angry.

It is not good to
think critically
about the morality
behind decisions.

Veterans that died
in war just want
you to be happy.

“Azimuth Check” or

“Most places where you’ll be back home, you don’t have to make an

This can’t be

Problems in life

“Buddy Check” immediate decision this is the time to turn to your buddy and get an figured out with have concrete
azimuth check” (WRAIR, 2008a, p. 13); Stop and check the map before my buddy. answers.
you act. This problem Your buddy has the
doesn’t have a solution to
map. problems.
I don’t know how
to think about this.
“No second- “It’s easy to say in hindsight to second-guess your decision or the I don’t think I If you could go
guessing” decisions of others. With the info you had at the time, would you make made the right back in time you
(WRAIR, the same decision? Probably yes. [...] If you’re feeling so much grief that decision. would do the same
2006a, p. 36- you can’t be happy or appreciate life then you may need to go get help” Something was thing again.
37). (WRAIR, 20064, p. 36-37); If you aren’t happy post-deployment

something could be wrong.

wrong here.

I am sad about
what I did/what I
have participated
in.

Thinking can lead
to unhappiness.
Thinking is a form
of uncertainty.
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Exemplar discussion: Battlemind creates the warrior cult. Overall, the
Battlemind training texts contained many elements of thought-reform that have been
previously identified as part of cult or restrictive organization thought-reform techniques.
The aim of the pre-deployment trainings was similar to that described by Lifton (1973):
to indoctrinate the soldiers into the warrior cult and the ethic of killing without second-
guessing ones actions. The indoctrination process contained in Battlemind (and also
utilized in other aspects of the Army’s Basic Training) breaks down the recruits old
identities and commitments and reinvents them as violent soldiers—warriors, in the
vernacular of the military. The aim of the post-deployment training was to deprogram or
alter the dysfunctional Battlemind so veterans can integrate into society happily and
ignore or eliminate guilt and confusion that they are likely to experience post-deployment
(symptoms that are similar to those experienced after leaving a cult [West, 1993]).

Table 5 suggests that what is traumatizing about returning from war is not just the
experience of war, but also the experience of having been indoctrinated into the warrior
class and “arming your mind” through Battlemind. The therapy actually contributes to if
not creates the trauma by preparing the soldiers to accept the skills (Column 1, Table 5),
the ethics and values of what I have referred to as the warrior cult. The second training
would not be necessary if not for the first training. Thus the pre-and post-training
exemplify how iatrogenic traumatic illness can be created. First, the training principles
are instituted as a way of being (i.e., arming the Battlemind), then the veterans’ continued
participation in this way of being is reinterpreted as a set of pathological symptoms (i.e.,

PTSD or Battlemind that is not adapted to the home zone). Once framed as symptomes,



446

the soldier’s experience is subject to the clinical gaze (cf. Foucault) of cognitive
reframing, thought-replacement, and dissociative strategies; these strategies are contained
Battlemind debriefings as well as in CBT and EMDR treatments that veterans may be
referred to post-deployment (after completing the DD Form 2900). The concerning
consequences of extending the clinical gaze to this iatrogenic set of trauma symptoms
include that the social, political and emotional depth of veteran’s experience in war and
the moral questions these experience pose to our society are erased, separated from the
veteran’s personhood, and re-conceptualized as something to be managed, contained and
monitored.

We must also remember that one of the primary stated goals of the Battlemind
training is to prepare soldiers for re-deployment—not just integration home, “The first
objective of Battlemind training is to prepare Warriors mentally for rigors of combat and
other military deployment... The final objective is to prepare Warriors to possibly deploy
again in support of all types of military operations including additional combat tours”
(WRAIR, 2008a, pp. 4-6). Thus, if soldiers develop dependency on their group, adhere to
the training, and report problems only within their group there is higher likelihood of the
solider being interested in or capable of re-deployment. In short, the post-deployment
training ensures that the soldiers are interested in redeployment to retain group cohesion
and do not question their responsibility or feel moral pain (cf. Marin) in such a way that
they might leave the group, or worse- take action against the military or contribute to
political discussions about their experience in the war.

What perhaps is telling of the U.S. military’s awareness of the damage that

Battlemind can cause, including the use thought-reform techniques, is the explicit need to
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reset the soldier’s Battlemind in the post-deployment training; the post-deployment
training acknowledges that the beliefs and behaviors that the military instills under the
banner of surviving war are highly dysfunctional outside of group membership and
deployment. Thus, the Battlemind training itself becomes what is traumatizing about
participating in war—the training that prepares soldiers to learn and accept an ethic of
killing in the warrior class with no recourse for thinking or discussing this ethic. The
trainings ignore the political context that causes the suffering and suggest that traumatic
symptoms are an anomalous (pathogenic) occurrence or personal failure.

Previous studies that have identified cult-like features of psychological
interventions have questioned the role of psychologists in these types of therapies, their
responsibility to prevent harm and whether such trainings should even be considered a
form of psychotherapy (e.g., Cushman, 1986, 1989). As Marin (1981) pointed out in the
Vietnam War, psychiatrists’ role was perversely to keep soldiers in the mood for killing.
For Battlemind a similar interpretation could be suggested; the pre-deployment trainings
were designed by psychologists to psychologically insulate soldiers from feeling the
debilitating effects of war and questioning their role in participation. The post-
deployment trainings were designed to ensure that soldiers go to therapy rather than
funnel their suffering into alternative forms of coping such as self- or societal-destruction
(or perhaps worse, anti-war activism.) Arkin and Dobrofsky (1978), West (1999), and
others have identified symptoms of leaving a cult as similar to those represented in the
DSM-1V and V PTSD diagnostic criteria.

This brings up the question: are soldiers experiencing PTSD symptoms from the

acts of war, or from having undergone these treatments before entering war? In other
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words, is the trauma of war made worse and more traumatizing by having been
indoctrinated to accept the ethics of war, cut ties to all support and families and submit
oneself to milieu control? Given the limited focus on narrative assessment of PTSD
symptoms (e.g., utilization of three item PTSD screeners), it would be impossible to
discern from the military’s assessments of PTSD if the symptoms soldiers are
experiencing are due to participation in military operations and war or also due to feeling
betrayed by their government, indoctrinated into killing, and frustrated by the lack of
ability or space to discuss any reactions to war outside of those provided in narrow PTSD
assessments.

The role of psychologists in the military has been a point of tension and confusion
for the field of psychology (for debates on torture see, e.g., Allen et al., 2009; Gordon,
2006; Lott, 2007; Soldz, 2008; Zimbardo, 2007). Though it was beyond the scope of this
study to interview Battlemind trainers or interpret an in-person training, it can be
assumed that those psychologists who participated in Battlemind trainings were not
interested in keeping soldiers “in the mood for killing” as Marin (1981) put it, but rather
they were interested in helping veterans. What is also particularly unsettling about many
military-based trauma psychotherapy treatments is how the moral imperative to heal can
be transformed into an exercise in repeating and prolonging the trauma of war and social
denial of its consequences. How psychologists come to participate in such traumatizing
treatments (and perhaps the indoctrination they also receive in training) is an important

area of future study.
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Battlemind Remaining Questions

How is Battlemind a good way to respond to or prevent suffering through
war? We must find a place for reflection in the midst of the terror of war and ask
ourselves as a field: how has healing and helping come to take this shape? How has
helping others come to be expressed through a PowerPoint training that teaches thought-
replacement? Is Battlemind a good way to respond to or to prevent suffering and war?

When considering the historical evolution of trauma treatments in the military
since the Vietnam War one can notice how the technologies identified in the Battlemind
exemplars (e.g., assessments and forms) have continued to evolve to an alarming level of
efficient proceduralism from Young’s (1995) description of inpatient psychoanalytic
treatment with in-depth clinical interviews at the VA to the recent (2013) utilization of a
three-item PTSD screener in the PDHRA. These technologies have assisted in insulating
psychologists from reflection and the kind of moral questions we should be asking about
the industry of trauma healing; they have distanced not just the therapists, but society as a
whole from facing with what veterans actually experience and feel. The unarticulated and
dissociated form of political and social suffering that we are experiencing in a climate of
war is further repressed and denied when trainings like Battlemind locate this suffering in
the form of an individual, internal disorder that can only be adjusted through thought-
replacement in the dyad and in the confines of therapy rooms and forms. Yet this type of
therapy is seen as somehow helpful and good.

From my perspective, the ultimate irony of Battlemind treatment is the fact that
there is a pre-deployment training to prevent PTSD, but the training is part of the trauma.

In Battlemind, the prevention of war occurs in the mind, not in reality. The strong
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cognitivist ideology in Battlemind—if we arm the soldier’s mind for battle we can protect
them from the trauma of war—has reached a delusional level such that killing and death
are somehow acceptable as long as their consequences can be mentally controlled for.
This is not a unique phenomenon to Battlemind trainings. As mentioned previously, the
country spends millions of dollars in funding the VA and DoD to develop PTSD
preventative treatments (Basu, 2013; Baum, 2012) as if one day we can find the science
to erase the experience of war by manipulating the mental life of soldiers. This is also
reflected in the recent surge in research to identify biomarkers of PTSD (AFPS, 2012;
Baum, 2012), psychotropic medicines like propranolol that prevent formation of memory
and psychic pain during war, and thus consequently prevent PTSD symptoms post-
trauma (Fletcher, Creamer, & Forbes, 2010; Pitman & Delahanty, 2007; Pitman et al.,
2002), and most recently a 70 million dollar grant awarded to DARPA to study the
implantation of electrodes in soldiers’ brains so clinicians may monitor and stimulate the
brain in combat to prevent PTSD (Hamilton, 2014).

For a field that prizes rationality so deeply, psychology’s acceptance of the
existence of preventative PTSD treatments in the military reflects such a skewed logic
that perhaps it can best be understood as a form of dissociation or denial from the
immense suffering war brings and the ways psychological techniques assist in that
suffering. To retain the belief that conducting these trainings is actually preventing rather
than contributing to trauma, one would have to ascribe to the ethic of the executioner (cf.
Camus, 1946) and believe that war is unavoidable or necessary and can only be mitigated

in the mental and not the social world.
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What would make therapists and recruits alike attracted to Battlemind in
this historical moment? In other words, why are we choosing the prevention of war and
suffering through evidence-based trauma treatments that resemble cult indoctrination?
Numerous authors believe that cults and totalitarianism emerge when traditional values
and structures of a society are weakened and when there is a period of historical
dislocation in which there is a breakdown in human meaning and culture (Appel, 1983;
Cushman, 1986; Hochman, 1990; Lifton, 1989, 2002; M. T. Singer, 1995).

While societal concern about cults was prominent in the late 1970s and beginning
of the 1980s (the Post-Vietnam era), since then interest in and discussion of cults has
waned. Hence many of the articles about indoctrination and cults I previously reviewed
are dated pre-1990. Importantly, as concern with cults waned, obsession with PTSD and
trauma has risen. It appears as if societal focus has shifted away from trying to dismantle
the authoritative structures that indoctrinate persons, to trying to cope with the
consequences of those restrictive, authoritarian structures.

Several scholars have interpreted trauma symptoms as a reaction to the decline of
the public realm, societal isolation and cultural degeneration (Furedi, 2004; Hillman &
Ventura, 1992; Layton, 2010; Szasz, 1974). Patrick Bracken (2002) in Trauma: Culture,
meaning and philosophy wrote that trauma is a cultural trope that expresses the concerns
and fears of our time. While describing a wealth of different ways Western science has
shaped trauma discourse, Bracken asked a similar question to one at the core of this
study: Why have we become so focused on trauma since the 1990s? He wondered if the
cultural shift away from spiritual and moral ways of understanding the self has left

modern society with a no narrative to understand our lives. Perhaps the dogma of trauma
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treatments have become a way that we are able to live with and encounter the coming to
terms with the fragility or vulnerability of the self in the postmodern world (like Sass’s,
1992, perspective on psychosis)—a way that we have come to live without having to face
an explicit sociopolitical critique. Bracken asked: is trauma a culturally-specific, Western
narrative that has emerged in the wake of the loss of spiritual, moral and other traditions
of meaning making?

While trauma may be the way we understand what it is to be human in the
contemporary world, the particular attraction to a procedural expression of life at this
moment may reflect the growing uncertainty and fear of living in the world—of a
helplessness and perpetual search for answers from experts and science rather than from
within local community, moral traditions, social relationships and through dialogue with
each other.

Summary of Battlemind Psychological Debriefing and Training (Adler et al., 2007).

The picture of human being in trauma-based society presented by Battlemind was
asocial and robotic. An ethic of war, murder or killing was central to the training and the
soldier’s mission, yet was completely unmentioned or discussed other than in simplistic
terms of fighting evil. The pre-deployment trainings taught the soldiers how to ignore the
social circumstances of their world in order to fulfill the needs of the military as a
functional solider. This involved retaining mental toughness and applying Battlemind
skills such as thought-replacement, like the concept of “driving on” when experiencing
emotional suffering. Throughout the pre-deployment trainings the solider was given a
narrative about how war is actually an experience of personal growth and an opportunity

to advance in the ranks and become the ultimate warrior.
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The post-deployment trainings located the political suffering and consequences of
participating in war within the individual veteran by suggesting that soldiers can
reintegrate into life as usual post-deployment by disarming and adapting their Battlemind.
The acceptable reactions to war were framed as individual problems in which a soldier’s
brain needs to be reset in order to avoid the misapplication of Battlemind after returning
home. The Battlemind training and debriefing series suggests to veterans that they should
not expect that their struggles and reactions to war to incite public engagement. Instead,
the training suggests that veterans should respond to war stress injuries in the private
domain- as an internal wound that can be maintained with self- and buddy- monitoring.
Reactions that were considered unacceptable, and thus were not mentioned in the
training, invoked the public realm, such as seeking help outside the military, critiquing
the military, government, or the ways political structures are arranged. Other reactions
that were not mentioned in the training but are common post-deployment include severe
depression and suicide, and the less common but also devastating, homicide (e.g., Fort
Hood shootings in 2009 and 2014). It’s possible soldiers have found ways to resist
Battlemind and express suffering in different ways, but the training does not make room
for these alternatives and does not allow for reflective way of human being to come to
light.

Thought-reform techniques were described in Battlemind manuals and appeared
to have been used to ensure group dependency and adherence to the military’s ideological
guidelines. By locating the problems of OEF/OIF within the individual solider and
convincing them that they merely need to reset their mind to reintegrate into society, the

Battlemind training and debriefing series allows the military to continue the status quo of
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prolonging war without question and leaves the veteran to take a personal and isolated
responsibility for their suffering. When traumatic events are located in the individual as
an internal injury they are less likely to be considered to be a social problem;
conversations about war are subtly converted into conversations about preventing PTSD
and war stress injuries. The technologies and bureaucratic procedures utilized in
Battlemind, like attending PowerPoint trainings and filling out several DD Forms, have
also allowed for a social distance between those who participate in or standby while war
occurs; in short, these technologies have allowed murder to become depersonalized.

It is important to recognize that therapists participate in and are partially
responsible for arranging the social world in this way. When therapists create and
participate in treatments like Battlemind that localize the consequences of war in the
individual, as a disorder like PTSD or a mental injury, they do a disservice to veterans by
contributing to the government’s and public’s avoidance of responsibility for the
consequences of war and the society to which they return. While understanding how to
respond to war, and in particular to OEF/OIF is complex, the lack of social context for
trauma disorders presented in Battlemind helps to retain the delusion that psychotherapy
treatments—rather than efforts to resist war or present the social causes of war—are
preventing trauma.

Battlemind reflects such strong cognitive ideology (i.e., if we arm the soldier’s
mind for battle we can protect them from the trauma of war) that I think it has reached an
almost delusional level such that killing and death are somehow acceptable as long as
their consequences can be mentally controlled for. Battlemind could only exist in a

culture that ascribes to the ethic of the executioner (cf. Camus, 1946), in which war is
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seen as unavoidable or necessary and can only be mitigated in the mental and not the
social world. I concluded by posing moral questions about therapists’ development and

participation in PTSD preventative treatments like Battlemind.
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Paradigmatic Objects

The paradigmatic object refers Heidegger’s (1977) notion of an object in the
clearing that focuses and gives constancy to the clearing; it re-organizes the background
against which the world shows-up. Dreyfus and Wakefield (1988) explained the
paradigmatic object “opens up and organizes a multidimensional world by highlighting
crucial issues that then become the locus of conflicts of interpretation and the starting
point of history” (p. 279). Heidegger’s paradigmatic object was highly quintessential to
the culture in the way it articulates the boundaries of what it is like to be human. For
more detailed information on Heidegger’s conceptualization of the paradigmatic object
(e.g., the Athenian acropolis; see Chapter III, Method, pp. 166-168 of this study). In this
study, I identified two paradigmatic objects: the trauma treatment manual and the warrior
cult.
Paradigmatic Object 1: The Trauma Treatment Manual

To practice therapy according to a manual allows for a particular transformation
of how therapists and patients relate to each other and how they live in a trauma-based
culture. Manuals, endless forms, and the individual, managed structure of therapy can
only exist in a world in which human being requires these things. In order to think of a
world in which a trauma treatment manual exists I would like to encourage the reader to
step back for a moment and reflect on what it was like to read the totality of the result
chapters. What were the most upsetting and most comforting parts? What was the
experience of reading the scripts, viewing the figures that represented the phases of
treatments, seeing selections from the handouts, homework and forms? While reflecting

on these questions, now imagine you are a trainee therapist in your first or second year in
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a clinical psychology program and you are handed one of the three manuals that were
examined in this study. You are advised by supervisor, probably someone you admire
and trust, to read from the manual, learn and perform the therapy. This is what being a
therapist is like in contemporary trauma-based society: complex problems are responded
to with manuals, procedures, forms, and handouts. Compliance and adherence to the
manual is the starting point for most training clinicians in contemporary psychology
programs. These same messages, as | demonstrated through the interpretation of the
manuals, are communicated directly to the patient.*’

I came to realize that the manuals themselves are a paradigmatic object. The
trauma treatment manuals have become a contemporary response to important political
and moral questions like: What is trauma? How can I be understood by or talk to another
person about my life experiences, especially when I am not happy? How can I continue to
participate in a world that creates so much suffering without the opportunity to study and
talk about it? These are questions we ask when our life experiences have fallen out of
everydayness and they are critical to consider in therapy. But instead of seeing these

questions as an opening and laying out of what we have taken for granted, as an

%91 imagined an alien landing on our planet asking a group of typical therapists what they
have been doing to solve the world’s problems. The therapists might hand the alien a
trauma manual or show the alien two people sitting in a room talking and exchanging
forms. They might show the alien a vignette of a boy on a playground getting bullied and
threatened with a knife, and then returning to school the next day because, the therapists
would explain to the alien, “He has changed his perception of the events in his mind”.
They might show a mother in a war zone who continues to go to work and tells her child
she can resist terrorism by repeating the mantra, “This is my home, my country, and I
will not let these few evil people chase me away or frighten me into not living a full life.”
The therapists might also show how they would go to the war zone and rescue this
mother and child by removing them from their community, placing them in separate
rooms with therapists, and waving a finger in front of their face.
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opportunity to reflect on and think about our traumatic world, the therapist responds with
a preformulated set of rules that prepetuate the neoliberal status quo—a manual. Thus,
the trauma treatment manuals instantiate how to be human in contemporary society,
through compliance with managed care and the embodiment of scientistic and cognitivist
ideology.

Paradigmatic Object 2: The Warrior Cult

I interpreted the warrior cult previously as an exemplar in the Battlemind
trainings. In the warrior cult as exemplar section, I focused on how Battlemind, in the
name of preventative trauma treatment, utilized thought-reform techniques to indoctrinate
Army recruits into a violent, ideologically restrictive, and rigidly structured military
institution. I argued that these techniques were not unique to Battlemind or the U.S.
military but have been used in other restrictive organizations and practices. In this
section, I draw from my interpretation of the Battlemind manual to develop an
understanding of the warrior cult as articulating a way of being—it is a pervasive
dynamic and thus a paradigmatic object of contemporary U.S. society., [ turn to focus
less on how cult indoctrination techniques are performed (described in Chapter VIII:
Battlemind Exemplar 1, pp. 423-428) and more on what it is like to live in the clearing of
the warrior cult.

The way of being that I fear contemporary society creates and idealizes is one in
which people easily assume the identity of trauma survivor: an enterprising, functional
and fiercely individual member of a warrior cult. In the warrior cult society, to think or
talk about social causes and public solutions to daily political suffering is thought of as

either non-germane or dangerous. In the warrior cult, individuals are seen as free from all



459

dependencies and social ties, able to overcome personal and public adversity by arming
or forifying their brain and replacing thoughts in their computer-like mind. Warriors can
actualize their inherent potential by conceptualizing the world and relationships as
resources to propell the enterprising self forward (cf. Binkley, 2011). The world is seen
as structural and ulitilitarian; it can be known, studied, managed, owned, categorized and
used. Acceptance of ambiguity, social connection, reflection, feeling stuck or restful, and
thinking historically and politically are seen as impediments to actualizing the self,
embracing positivity, and achieving happiness in the warrior cult. Suffering from
complex, chronic, daily or even minor political strife is seen as a target for reduction.
Discussing suffering from a political, moral or historical angle is seen as overwhelming,
threatening, and confusing.

The language of trauma in the warrior cult serves to obscure political
understanding and flatten specific, local, cultural, and personal expressions of distress
that subvert or call into question the status quo of social arrangements that benefit those
who profit from neoliberal society. Thus when events happen that causes the world to
fall out of everdayness such that one questions participation in that type of society (e.g.,
one’s responsibility in creating suffering for others and their desire to connect to others),
the members of a warrior cult society may find themselves confused or unable to discuss
this phenomenon. They are encouraged—Dby society at large but in particular by
therapists—to turn to the language of trauma and the manual-based procedures they have
been taught in order to reduce political and moral complexity, explain political suffering

as a medical disease, and return to life as usual as an enterprising warrior self. This is
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how the warrior cult dissociates from society’s violent ethics and practices and rejects
members who do not conform.

Thus, an important aspect of the warrior cult dynamic is that the political context
that causes the suffering is ignored, and thereby the suffering is then considered to be an
anomalous (pathogenic) occurrence or personal failure. In the case of family violence or
sexual attack, the larger sociopolitical causes of violence against women and children is
barely acknowledged and not treated as a realistic subject that can be understood and
successfully defeated. In the case of the suffering of soldiers returning from war zones,
the larger context that initially caused the violent behavior — that is, the indoctrination
centers on the techniques that turn civilians into soldiers and the national politics that
pursues colonial occupations and counter-insurgency tactics as part of a global strategy of
neoliberal domination — is never questioned or identified.

Membership in the warrior cult is aspirational and common sensical given the
current arrangement of the social world; however, therapists play a significant role in
retaining and promoting this way of being through their practices of healing the
traumatized self. As I came to realize in this study, therapists can contribute to
indoctrinating their patients into the warrior cult by following evidence-based manualized
trauma treatments that suggest particular ways that humans should be good trauma
survivors (e.g., the TF-CBT child-patient must erase the trauma and act age
appropriately, EMDR patients must repair their self-image until all positive cognitions
are completely true, and the Battlemind warrior must drive on and repress moral pain).
Indoctrination into the warrior cult in therapy occurs in a range of ways from promoting

psychoeducation that is imbued with cognitivist ideology (cf. Sampson, 1981) to enacting
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thought-reform techniques in the therapy room (cf. Lifton 1959/1989; Cushman, 1986,
1989). I believe that it is likely therapists are also indoctrinated into the warrior cult via
their education, trainings, and utilization of manuals that perscribe this way of being.

Thus both therapists and their patients may at times experience being like
members of a warrior cult society, but for those who are successfully indoctrinated,
membership in the cult is the solution to healing trauma and not the problem. Though
there is tension to recognize the realities of daily political suffering, and perhaps give in
to the malaise that has come to represent neoliberal life (cf. Layton, 2010), it is also
possible that members of the warrior cult society may become so feverently devoted to
regimes of thought-replacement and rejection of moral conversations (e.g., Battlemind’s
“driving on”) that they do not sense these problems and desperately strive to be happily
ignorant. Others may feel confused and traumatized by the contemporary way of being in
the warrior cult, but it will be less obvious that the therapies they learn and participate in
prepetuate this way of being. They may feel unable to resist or talk about why the cult is
problematic, especially because the ideals of the functional trauma survivor are held so
highly and the language of trauma is so widely accepted as an expression of social
distress (cf. Haaken, 1995).

In a warrior cult society, patients and therapists are unable to articulate that there
is a lack of social support for thinking politically and historically. Therapists may not
question the role psychotherapy has played in creating an isolationist, hyper-
individualized and compliant way of being—a way of being that cannot hold political and
moral discussions about the causes of suffering in the world. These thoughts do not come

to light in the warrior cult. Instead, the patient and therapist will feel tired, confused,
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depressed, avoidant and possibly experience a range of symptoms that psychology has
come to label as PTSD, secondary traumatic stress or compassion fatigue, but that other
scholars have recognized as also related to cult indoctrination (Appel, 1983; Cushman,
1986; Lifton, 1989; West, 1993). Given the complusion to retain the ideals of the
enterprising self in the warrior cult, this malaise only strengthens dissociation from daily

political suffering, and a commitment to therapy and a cognitivist lifestyle.
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Conclusion

In this study, I interpreted the concept of trauma as a way of being human and as a
taken for granted way of expressing enactments of dissociated, unformulated or
unarticulated political arrangements and events in contemporary U.S. culture. In a more
general sense, | treated the concept of trauma through my interpretation of evidence-
based trauma treatment manuals as a system of references to historical discourse and
traditions that were relevant to contemporary life. The purpose of my study was to
interpret the world that gives rise to and maintains distinctions like victims, survivors,
perpetrators, rescuers, PTSD, trauma burden and traumatic stress—a trauma culture.
Through thinking about trauma from a historical, philosophical and moral perspective, |
described insights about how people think and act in trauma culture as they were
reflected and reproduced in three widely used evidence-based trauma treatment manuals.
I argued that it is not enough to simply realize and identify that trauma abounds in the
social world, and thus an aim of my study was to describe how contemporary society
identifies and understands trauma, to interpret what it means, what it stands for, what it
substitutes for, and the many political meanings—especially discomforting or dangerous
political meanings—it contains. One of my primary hopes in conducting this study was
that through thinking about trauma from historical, philosophical and moral perspectives,
alternative, perhaps previously unformulated insights, about how we think and act in this
traumatized world may come to light.

In this chapter, I present the process of the hermeneutic interpretation known as

reconstruction (Stigliano, 1989; see Figure 2). I first summarize the interpretations that I
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previously described in the results and discussion chapters and then re-approach my
foregrounded assumptions, and discuss limitations and areas for future inquiry.
Summary of Intepretation of TF-CBT, EMDR, and Battlemind Treatment Manuals

Each of the three previous chapters were devoted to the findings and discussion
for the three evidence-based trauma treatment manuals: Cohen et al.’s (2006) child TF-
CBT manual, Shapiro’s (2001) EMDR manual, and the Battlemind Debriefing and
Training series (WRAIR, 2006a, 2006b, 2006c, 2008a, 2008b), as well as their associated
supplementary texts (see Table 2). I decided to analyze treatment manuals because they
are an integral component of contemporary psychotherapy. Studying the messages
embedded in these manuals and thinking about the world that gave rise to them was
imperative given their increasing utilization and the continued cultural focus on trauma,
especially within the U.S. but increasingly internationally since the 1980s. The manuals
communicated important messages about what constitutes a good way to be human and
how people should act socially and politically within this traumatized and traumatizing
world. How therapy is being conceived, trained, practiced and exported across the world
has been increasingly determined by a manual rather than mentorship and supervision;
what constitutes good therapy and what it means to be disordered and healed was
represented in these texts.

Summary of shared themes. I identified the following shared themes across all
three manuals and provided quotations of examples of each theme that I identified.

Shared theme 1: Mind-brain as protector and the political use of cognitivist
ideology. All of the manuals predicated therapy on three interrelated assumptions: 1) you

can change the world by changing your mind, 2) when you change your mind you change
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your brain; and, 3) your brain and mind can protect you from trauma (i.e., if you have
inner safety, you are safe and thus the world is safe). Following Sampson (1981), I
argued that the main problem with these assumptions is that they create a confusion
between shifts in individual subjectivity and shifts in the social world, which can
ultimately result in no change to the status quo of existing political problems and
arrangements of power and domination. When a cognitivist ideology prevails in
psychology, people accept—in fact strive for—changes in their subjective experience
instead of changes in their material reality, thus allowing existing arrangements of power
and domination to occur. In this sense evidence-based trauma treatments, while
performing cognitivist ideology in the guise of healing, serve to maintain the isolationist
status quo in neoliberal society: by shifting the way we perceive the world we overlook
the need to change it and the need to turn to each other to make meaning of and address
social problems. In a world in which cognitive psychology is dominant, the necessity to
change the material arrangement of the social world does not come to light.

Shared Theme 1 highlighted various conceptualizations of what human being is
like in trauma culture, and from a hermeneutic perspective, how contemporary social
practices have come to constitute a particular version of the self. Cushman (2013)
suggested that the reason that patients accept the practices suggested by evidence-based
treatments, like TF-CBT, is not that they are mandated or are better than other practices
but that they “fit hand-in-glove with the predominant self of the early 21st century. They
seem to mainstream therapists and researchers to be unquestioningly correct because they
speak the predominant language of our time” (p. 2). Given the cognitivist ideology

presented in this theme, the contemporary self is seen as constituted through a scientific
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framework. Hacking (1998) argued that the notion of soul has been replaced with
memory and moral behavior that has become naturalized in the sciences (almost
hardwired in the brain) rather than contingent on a relationship with the Devine. The idea
of placing the brain rather than the socially embedded human in therapy has been
identified by Nikolas Rose (2008) as reflective of a shift in contemporary culture that
understands human beings as “neurochemical selves,” in whom variations in mood,
emotions, desires and thoughts are reduced to variations in brain chemicals. Rose
discussed how health is a central ethical principle in contemporary society and has
recently taken the shape of “somatic individuality” in which the self is understood in
terms of biological health, “we understand ourselves, speak about ourselves and act upon
ourselves as the kind of beings whose characteristics are shaped by our biology” (p. 480).
The shift to a neurochemical self has allowed society to become amenable to economies
of vitality where health care corporations and insurance companies can profit from
manipulating different parts of the healthy self by marketing and selling treatments that
link social ills to discreet psychological symptoms and neurochemical imbalance. When
trauma treatment research describes symptoms as residing in the brain or neurons, it
necessarily suggests that these symptoms can be manipulated through
psychopharmaceuticals and evidence-supported psychotherapies, like TF-CBT, that
target brain function.

Shared theme 2: Neoliberalism in trauma therapy: The healed trauma survivor
as functional worker. In all of the manuals, trauma was understood as a major source of
undermining neoliberal functionality and thus the aim of therapy was to restore

functionality in this system, like encouraging the patient to return to work or school.
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There were three primary assumptions in the manuals that were a reflection of neoliberal
culture: a) valorization of the enterprising self (cf. Binkley, 2011; Layton, 2010; Rose, N.
S., 2007), b) the acontextualized nature of trauma in neoliberal trauma therapy (Layton,
20006), and c) the privileging of modular, efficient therapy designed for managed care
(Cushman & Gilford, 2000). The way of human being that was reflected and reproduced
by these manuals is so amenable to management and managed care that the therapist’s
and patient’s daily life and practices reflect decision trees and symptom monitoring
technologies (e.g., SUDS, worksheets, electronic charting).

Following the interpretation of the manuals developed in this study, what it means
to be a good human in trauma culture is to respond to upsetting, confusing and violent
social and political events by going to therapy and accepting the interpretation that
understands symptoms as uncomplicated, asocial, and acultural, symptoms that align with
the cognitivist psychoeducational trauma narrative about PTSD. In this world, the patient
comes to present their political distress in such a way that their symptoms are amenable
to the specific structure and assumptions of managed care, evidence-based therapies,
which ultimately serve the needs of insurance companies and the state, not the patient or
their community. For example, the practices of restricting anger and reframing responses
to political events as erroneous fantasies or pathological anomalies have existed in
different forms historically (see e.g., Cushman, 1995; Foucault, 1995; Marin, 1995).
Now these practices have become an integral part of therapy to such a degree that they
are viewed as benign or even helpful rather than as restrictive, isolating, or promoting a

politicized cognitivist ideology that has a hand in silencing dissent.
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Shared theme 3: Trauma is universal and culture-free (versus tied to a U.S.,
Western, white, and middle-class context). In all three manuals, trauma was presented
as a universal human experience that could be treated following the same culture-free
treatment manual. I divided examples of this theme into the following categories: a)
trauma symptoms are tied to universally experienced organ malfunction (e.g., brain
problems); b) a flattening of all events, local experiences, and narratives of suffering to
diagnostic criteria for PTSD and the word “trauma” or “traumatic events,” c¢) the
technique of thought-terminating clichés (cf. Lifton, 1989) about cultural competency;
and d) exclusion of forms of suffering from the definition of trauma that are not from a
U.S., Western, white, and middle-class context.

The manuals reduced the unique, personal and culturally-specific expressions of
trauma through the process of standardized assessment (e.g., counting total traumas,
symptoms checklists), applying the word “trauma” to all life experiences that involved
suffering, not eliciting trauma narratives or re-writing the end of the trauma narrative as
necessarily positive and happy, and the lack of acknowledgement of the specific cultural
context (e.g., U.S., middle-class, white) that was embedded in and reproduced by the
manuals’ scripts and structure. The manuals suggested that trauma therapy functioned
optimally regardless of the national, racial, cultural, and ethnic background of the patient
in order to alleviate suffering world wide. When considering the exclusion of non- U.S.,
white, middle-class persons from the label of traumatized that Leary (2005), Fine (2012),
and Gone (2007) discussed, it was striking how universalization and inclusivity was often
emphasized in the manuals and yet this act’s assumed inclusivity became a form of

assimilation and colonization.
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I argued that the developers of manualized trauma treatments benefit from
universalizing trauma and seeing the treatment as culture-free because it allowed their
manual and protocols to be used in a wide-range of settings and countries. On a political
level, when personal narratives of trauma are disappeared or flattened (and thus amenable
to a one-size fits all treatment), it makes responding to disasters and crises much easier:
train therapists in a treatment manual and send affected persons to therapy. Thus it is not
only the developers but also those who wish to retain the status quo of political and
power arrangements who benefit from broad applications of the word trauma and
manualized treatments.

Summary of shared exemplar. I also identified one shared exemplar in all three
of the manuals.

Shared exemplar: Indoctrination into a social void of scientistic managed care.
The shared exemplar, which I titled, “indoctrination into a social void of scientistic
managed care,” had four primary features: presentation of an origin myth; locating
pathology and healing within the dyad; overreliance on forms, hand-outs and
PowerPoints; and directive psychoeducation and thought-replacement. This exemplar
described the techniques and technologies that reflect and perpetuate a particular way of
being. The techniques (i.e., origin myths, location of healing in the dyad, forms and
handouts, and directive psychoeducation) are all ways that messages about how to be a
good human are communicated by therapists serving in the role of expert in
contemporary society. These practices rely on subtle assumptions about patients, such as
that they do not know what they have experienced and need to be educated about their

symptoms; these assumptions have associated moral implications and political functions.
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The social understandings about the causes of trauma cannot come to light within
the manuals. The patient is encouraged by the therapy to present as a particular type of
traumatized human whose symptoms emerge within the dyad, whose symptoms fall
within a cognitivist understanding of PTSD that gives primacy to the individual and the
interior self, and can easily fit within a modular, predetermined checklist. Following this
way of human being, the self is compliant, easy to make sense of, and readily adaptable
or even replaceable in the moment (e.g., one can change one’s thoughts like switching
channels on the TV). For example, in each manual the patient was prescribed a range of
treatment modules. In one module, the therapy describes, elicits and accepts a type of self
that is deeply emotional (e.g., trauma narrative exposure) and in another module the
patient is expected to restrain and shut off emotions and thoughts as needed (e.g., thought
stopping, emotional regulation). The way of human being that is reflected and reproduced
by the manuals is highly compliant, performative, and modular. It is so amenable to
management and managed care that the therapist and patient’s daily life and practices
reflect the decision trees and symptom monitoring technologies (e.g., SUDS, worksheets,
electronic charting) that are used in the treatment planning (cf. N. S. Rose’s (2007)
economy of the neurochemical self).

What it means to be human according to the manuals is to respond to upsetting,
confusing and violent social and political events by going to individual therapy and
embodying uncomplicated, asocial, acultural symptoms that align with the cognitivist
psychoeducational trauma narrative about PTSD. According to my interpretation of the
manuals, the patient should come to present daily political distress in such a way that

their symptoms are amenable to the specific structure and assumptions of managed care
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(e.g., can be quantitatively monitored in therapy for both clinical and administrative
purposes). Thus evidence-based therapies ultimately serve the needs of insurance
corporations and not the patient or their community.

Summary of specific themes and exemplars. After presenting shared themes
and exemplars, I discussed some specific themes and exemplars present in each one of
the three manuals. For the Cohen et al., (2006) manual, I described the following themes:
children are born with pre-traumatic innocence, children are not sexual, children have no
agency during traumatic events, and parents are protectors or perpetrators. I also
described the specific exemplar of the benevolent restriction of angry responses to
political events via therapy. For the Shapiro (2001) manual, I described the specific
theme of the grandiosity and mania of EMDR. For Battlemind, I described the specific
exemplar of Battlemind creating the warrior cult. In contrast to the paradigmatic object
where I described what human being is like in the warrior cult, in the specific exemplar I
described the process of how the warrior cult is created through therapy.

Summary of questions. After presenting my interpretation of these specific
themes and exemplars I asked questions about why trauma and human being was
presented in the specific way that it was in each of these manuals at the moment of the
respective manual’s creation. For the TF-CBT manual, I wondered why the traumatic self
was represented as a destroyed child innocent. For the EMDR manual, I wondered about
the constitution of the contemporary self that would accept a therapy that can be so self-
centered. For Battlemind, I wondered if the treatment was an important part in creating
the trauma. Broadly, I asked questions about how has healing and helping come to take

this shape (i.e., how helping others has come to be expressed through a PowerPoint



472

training that teaches thought-replacement). I also wondered if Battlemind was a good
way to respond to or prevent suffering from war.

Summary of paradigmatic objects. Finally, I presented two paradigmatic
objects: trauma treatment manuals and the warrior cult.

Paradigmatic Object 1: The trauma treatment manual. 1 suggested that trauma
treatment manuals have become a contemporary response to important political and
moral questions. Instead of seeing these questions as an opening and laying out of what
we have taken for granted, as an opportunity to reflect on and think about this traumatic
world, I argued that trauma treatment manuals imply that a good way to be human in
contemporary society is to respond to these questions with a preformulated set of rules
that prepetuate the neoliberal status quo.

Paradigmatic Object 2: The warrior cult. 1 presented the warrior cult as a
traumatic way of being that I feared contemporary society embodies and idealizes, in
which the populations aspires to be trauma survivors who are enterprising, functional,
and fiercely individual members of a warrior cult. In the cult, members disavow society’s
violent ethics and practices. It is seen as confusing and at worst dangerous to think or talk
about social causes and public solutions to daily political suffering. Membership in the
warrior cult is aspirational and common sensical given the current arrangements of the
social world; however, therapists play a significant role in indoctrinating and promoting
this way of being through the practices of healing the traumatized self. As I came to
realize in this study, therapists can contribute to indoctrinating their patients into the
warrior cult by following evidence-based manualized trauma treatments that suggest

particular ways that humans should be good trauma survivors (e.g., the TF-CBT child-
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patient must erase the trauma and act age appropriately, the EMDR patients must repair
their self-image until all positive cognitions are completely true, and the Battlemind
warrior must drive on and repress moral pain).
Study Limitations and Future Directions

The primary limitation of my study was my interest in how the text engages in and
shapes practice and lived experience, yet I did not actually witness or interview therapists
and patients about how they engaged with the manual in therapeutic practice. Thus, this
study lays the groundwork for future investigation into the practices of evidence-based
training of trauma treatment manuals. I am particularly interested in the experiences of
early carreer psychologists, therapists, and young trainees as they approach the field with
an overwhelming desire to help and are directed to evidence-based treatment manuals. |
am interested in how these trainees comply with or resist trainings and what it means to
them to be a trauma-focused therapist (e.g., what does it look like to be a good trauma
therapist).

The order in which I approached the interpretation of texts had a particular
influence on the way I interpreted each manual. After interpreting the first manual (TF-
CBT) I had refined my conceptual map and themes such that by the time I approached the
second manual (EMDR) I was already identifying and expanding upon these lines of
inquiry. Then by the time I analyzed Battlemind I was struck by the exemplar of the
warrior cult, which I hadn’t thought about when interpreting the first two manuals. If
had analyzed these manuals in a different order it is likely I would have had a slightly
different intepretation, namely in that what I selected as a shared theme or exemplar may

have been different. After completing the final results and discussion chapters I
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contemplated returning to the interpretation again with a final conceptual map. I wanted
to collapse a few of the specific themes into the warrior cult exemplar and perhaps
identify specific themes in all of the manuals. Though it is likely that these revisions
would have made for a more elegant study, I did not reapproach my interpretation with
fewer themes because I was reminded of the cyclical and seemingly never ending nature
of hermeneutic interpretation. Because hermeneutic interpretation is always incomplete, I
can re-enter the circle again in another, future study. Perhaps this is not a limitation of the
current study, but it is worth awknowledging when considering future investigation.
Revisitation of Foregrounding

In this section of the conclusion, I return to reflect on the foregrounding of my
study (Chapter IV, pp. 167-187) and how my experience and interpretation of trauma
culture has changed through the process of this study.

When I presented the proposal for this study to colleauges at my school, some of
the initial feedback I received was a concern that thinking about trauma-culture and the
world that produced and sustains trauma treatment manuals was too broad of a topic.
Indeed, this study has spanned a wide breadth of literature—from understanding what
constitutes a child to U.S. complacency with the war in Iraq. While in many ways I
sacrificed depth and nuance to identify broader patterns, I approached the study of trauma
culture with an awareness that thinking about trauma critically is somehow
overwhelming to the field and would likely be difficult for me to conceptualize. What I
found truly interesting about my colleagues’ concern as I embarked on this study was the
urgency with which they discouraged me from approaching this question because of its

overwhelming scope; yet in everyday practice it is not overwhelming to them that trauma
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treatment manuals exist in the first place. How can there be a book that perscribes a
universal treatment for all forms of human suffering known as trauma? Utilizing a
manual that purports to provide a solution to all human experiences of trauma was
somehow less problematic for my colleagues than thinking about the world that produces
that manual.

The concern that was directed at my study, should be directed at all trauma
treatment manuals and the world that produces them. Psychotherapists should be
wondering about how one can simply approach the topic of trauma. They should be
concerned about why the field does not ask questions that are historical, political and
moral and that speculate about the treatments that therapists produce and practice. In the
case of evidence-based manuals, I think the field should be suspicious of treatments that
are seen as formulaic, acultural or universal solutions to all types of human suffering.

Some of the other reactions I found noteworthy during the process of writing this
study included those from colleagues who are engaged in what might be called
mainstream, federally funded quantiative research (e.g., persons conducting randomized
control trials funded by NIMH RO1 grants). Many of them were perplexed by my topic.
They stated things like, “Oh, so your writing kind of like a book-type of dissertation, like
a philosophy one.” Some of them critiqued the inclusion of only three manuals and
particularly of the inclusion of Battlemind (e.g., How could I possibly compare two
trauma treatments to a preventative intervention and de-briefing?) Others asked questions
about what was the practical value of my study. How would I judge the quality of these
treatments? Could I make a recommendation about the best treatment? In general, the

majority of people I encountered in psychology had some discomfort with this topic but
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couldn’t seem to describe what their discomfort was, other than to talk about problems
with the scope of the topic and the interpretive methodology.

Many practicing therapists I talked to about the topic seemed to understand the
idea of the existence of a trauma-culture. Some of them shared their experiences of losing
patients because the patients wanted to find a therapist that “got trauma” or was a
“trauma specialist.” Others talked about a cultural divide at conferences in which trauma
therapists saw themselves as wearing a badge of unique sensitivity to patient problems.
Some colleagues shared my experience of EMDR training as being cult-like and
described to me their successful or unsucccesful attempts to leave training seminars and
excercises. Others, who I would characterize as EMDR evangelists, seemed pleased to
hear that the CBT approach was included in the study but were disappointed that I
included EMDR too. They (perhaps jokingly) wondered if my inclusion of both EMDR
and CBT in the same study meant that I just “hated all therapy”—as if thinking critically
about EMDR was somehow problematic or destructive to the entire field but critiquing
CBT was not.

With laypersons to whom I talked about the topic, the mention of the word trauma
instantly invoked a sense that [ was doing something important. Without hearing much at
all about the study, they said things like how thankful they were that I was “looking out
for veterans” or “saving abused children.” I couldn’t help feeling the privilege of being a
psychologist in training, and the deference these people were paying to me as an expert;
deference that came with the automatic assumption that as a future psychologist, all my

endeavors must be ultimately helpful—especially because I was writing about trauma.



477

During the writing phase, my school required a dissertation course in which we
are supposed to submit periodic evidence that we are actually working on our dissertation
by emailng a small group of students our weekly progress. I sent my foregrounding
chapter (Chapter IV, pp. 167-187) out to a group of students and received no response
from them. To my surprise however, the professor for the course read this section and
recounted to me her similar experiences during training in evidence-based
psychotherapies, which she characterized as extensive and adversive. She reported
feeling saddened by the direction of our field and was left wondering about the morality
of our training practices.

When I return to the foregrounded assumptions from which I approached my
study, I believe my experiences of training in evidence-based therapies were critical in
order to approach this interpretation with an awareness of how texts reflect and shape
lives. These manuals are not passive documents; they are both a prescriptive authority
(e.g., when used in therapist fidelity monitoring) and a reflection of daily social practices
that therapists and patients live out. When we engage with these texts, we are changed by
them. Thus when we are assigned to read them in our training this has an impact on how
we talk about the world, how we conduct our practice, how we conceptualize trauma and
healing. The manual assists in constituting the boundaries of our cultural clearing as
practicing psychologists.

When I compare my first encounters with these texts to my interpretation in this
study, they are quite different. The experiences learning EMDR and TF-CBT that I
outlined in Chapter IV: Foregrounding I believe were mainly characterized with an

awareness of discomfort and isolation—a feeling of failure to resist the procedural,
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hyper-individualist and cult-like elements of training. My experiences were characterized
by rejection or repression of a desire to think about how therapists participate in the
traumatic world we live in that often left me feeling angry or helpless to continue
traumatic enactments. Writing this thesis and reinterpreting these texts was filled with
somewhat similar experiences, but this time, in large part due to the support of my Chair
and Committee Members, I did not feel helpless or isolated. Instead I knew that the
interpretation process would be extremely challenging, but that it was important to think
about the difficult political and moral questions about our field and therapeutic practices;
this is one of the only ways to break the silence around how the profession might be
contributing to the social world that creates trauma.

By thinking about the interpretation of the manuals with the idea that I was in
dialogue with my Chair, Committee Members and other supportive members in the
community, I felt more free to think in a political, exploratory and creative way about
trauma that was not bound by the compliance of scientsitic proceduralism that
characterized my prior training. Perhaps what I have come to experience through this
study, following in the tradition of psychoanalysis, is that the process of political and
social interpretation in dialogue with others may be a good way to resist and change our
traumatic world.

Implications for Clinicians

In this study, I discussed several ideas about how being human in trauma-based
society has come to take the shape of responding to political problems and traumatic
suffering by complying with manualized treatments and colluding with the warrior cult.

What should be of particular concern to therapists is the way that manual-based practice
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perpetuates the social problems and traumatic symptoms that these trauma treatments
purport to treat. What is unsettling about the consequences of practicing manual-based
trauma therapies is how therapists’ moral imperative to heal can be transformed into
exercises that repeat and prolong trauma.

Beyond the specialized field of trauma therapy, the field of clinical psychology at
large has largely shifted away from attempting to change our world and the social causes
of suffering except in a token manner. Several clinicians and scholars have described the
consequences of mainstream psychology’s disinterest in political action (see, e.g.,
Bracken & Thomas, 1999; Fine, 2012; Hillman & Ventura, 1992; Hoffman, 2009). The
profession shows little interest in resisting neoliberal demands through community
development or the dismantling of authoritative structures that indoctrinate persons
(Binkley, 2011; Cushman, 2011, 2014; Cushman & Gilford, 2000; Layton, 2004, 2013).
Instead, the field promotes the use of manualized trauma therapies that focus on how to
cope with the consequences of living in a traumatized world in an internal, asocial and
isolated way —a way that ultimately benefits managed care corporations over the public
welfare. Thus clinicians from all areas and specialties within psychology are in the
difficult position of struggling to practice morally and with integrity, while also
attempting to comply with the demands of an increasingly scientistic, apolitical and
profit-driven field. Thus a final question that remains is how can clinicians resist
reproducing the social world that creates traumatic suffering?

The answer to this question is not simple but it is possible to discuss. To think or
talk about trauma in nuanced and complex ways takes time and responsibility on the part

of clinicians and their community. Despite being embedded in a traumatized culture and
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warrior cult, I argued in this study that patients and therapists are not naive drones or
empty vessels that simply perform or absorb restrictive practices and therapeutic rules.
While we may live out many of the problematic practices described in this study, many
clinicians and patients feel uncomfortable with their participation in such practices. From
my experiences in training (Chapter IV: Foregrounding) and the review of the literature,
it is apparent that there are many clinicians and scholars who have resisted traumatic
ways of being by thinking critically and historically about trauma, by questioning our
field, (see e.g., Brave Heart, 2003; Clancy, 2009; Cushman, 1995; Farrell, 1998; Fassin &
Rechtman, 2009; Foucault, 1973; Haaken, 1995; Layton, 2010; Rose, N. S., 2006;
Tolleson, 2009; Young, 1995) and by refusing to participate in practices that they see as
amoral or colonial (see e.g., Altman, 1993; Bracken et al., 1995; Fine, 2012; Gone, 2009;
Leary, 2005; Smith, 1999; Szasz, 1974). One thing I have learned from these clinicians
is that the world cannot always be understood in instrumental ways, with problems and
solutions that are readily available and easy to come by.

Despite there being no ready answers, something I have learned from this study
that may contribute to clinicians who are struggling with these issues is to first
acknowledge that as psychologists and trainees in our increasingly procedure-focused and
apolitical field we may unavoidably enact and participate in traumatic ways of being
(Layton, 2006; Stern, 2003, 2010). One of the ways we do so is by participating in trauma
therapy as a way to express unarticulated, dissociated, or unformulated political
arrangements, events and suffering without attempting to talk about, act or change the
social world that produces this suffering. In acknowledging our participation in traumatic

ways of being, it is important that we find compassion for each other and ourselves when



481

attempting to think, talk about, and resist traumatic ways of being (Cushman, personal
communication, May 27, 2014). Thinking about these things may require tolerating
ambiguity and the time to develop interpretations that are uncomfortable or complex (i.e.,
interpretations that stand at the edge of the clearing). It may also require the ability to
engage in therapeutic practices oppose mainstream American understandings of the good
but may resist problematic aspects of trauma culture (e.g., acknowledging dependence on
others, learning to live with anxiety caused by not being able to erase trauma, taking
responsibility for mistakes). Beyond acknowledgement, we can strive to become
politically and socially active as therapists in the therapy room and beyond (Altman,
2010; Botticelli, 2004; Cushman, 1995; Layton, 2005; Tolleson, 2009).

Finally, as I mentioned previously, my hope for this study was to break a
traumatic enactment by thinking differently about trauma, but I wouldn’t have been able
to do so without continual dialogue about these important social and political problems
with my colleagues and mentors. I would encourage clinicians, perhaps while feeling
angry, unsure or afraid, to continue the process of political and social interpretation in

dialogue with others as a way to resist and change our traumatic world.
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Disorder Originator, Year Country, Notable Etiology, Symptoms and Treatment Affected
Profession Events; Historical Population
Period
To be broken: Unknown 1640- Spanish Army of Despair among Spanish soldiers who were forced into Spanish soldiers
Estar Roto, el 48 Flanders, Thirty Years service to the Netherlands with no prospect of leaving; (men)
mal de Corazon' War; Age of Reason those affected were considered useless to the military and
discharged to their homes.
Homesickness: Johannes Hofer 1688 Switzerland; Age of Repeated memories of one’s homeland led animal spirits Swiss soldiers
Nostalgia, Reason to dwell in fibers of the middle-brain where traces of (men); migrant
Heimweh, home clung. The spirits stopped flowing to other areas of  peasants and
Schweizerheimw the brain needed for human life, which resulted in servants (women
eh, excessive physical fatigue, inability to concentrate, & men); any
Mal du Suissé® insomnia, anorexia, feelings of isolation and frustration- person forced
eventually leading to functional impairment and possible from home
death. Symptoms disappeared upon returning home.
Sickness for Dominique Jean 1789- France, French Melancholic madness that included rejection of food, French soldiers
one’s Country: Larrey, Military 1821 Revolution, Napoleonic depression, and interest in committing suicide. Soldiers (men)

Maladie du pays®

Surgeon

Wars; Enlightenment Era

could be predisposed through a “lymphatic idiosyncrasy.”

Symptoms developed when soldiers were placed in
foreign environments, engaged in too much sexual
activity or masturbation, or faced “slavery, imprisonment
or idleness” in the military. Structure, “gymnastic
amusements” and “Warlike music” during hours of
recreation (p. 348) prevented development. The only
treatment was discharge from the military.




512

Neurasthenia,
Nervosism,
American
Nervousness,
“Americanitis

Soldier’s Heart,
Da Costa
Syndrome’

Irritable Heart®

Railway Spine ®

Traumatic
Hysteria:

e 7
idées fixes

Traumatic
Hysteria

2 4

George Miller
Beard,
Neurologist

Jacob Da Costa,
Surgeon

Jacob Da Costa,
Surgeon

John Erichsen,
Surgeon

Jean Charcot,
Neurologist

Hermann
Oppenheim,
Neurologist

1829/
1869/
1880

1874

1874

1867/
1882/
1889

1887

1888

U.S.; Enlightenment to

Victorian Era

U.S., Civil War; Victorian

Era

U.S., Civil War; Victorian

Era

U.K., Industrial

Revolution; Victorian Era

France;

Victorian Era

Berlin, Germany;
Victorian Era

Exhaustion of the central nervous system from the stress
of “modern civilization” characterized by “steam-power,
the periodic press, the telegraph, the sciences and the
mental activity of women.” Factors increased
nervousness: the dry climate of the U.S., “the beauty of
American women”, “premature baldness” and “the greater
intensity of animal life [in the U.S.]” (p. viii). No
prescriptive treatment as “No two cases are alike in all
details” (p. 177). Recommended treatment included: rest
and isolation, changing employment, and “mental

therapeutics.”

Cardiac condition resulting from strain and over-action
during “excessive fighting and marching.” Treatment
included reduction in exhausting activities.

Cardiac condition resulting from fear, emotional suffering
and inactivity. Treatment involved maintaining schedule
of activities.

Spinal fractures caused by jarring from railway work; fear
and terror could also create nervous shock to the spinal
cord. If patient did not progress to secondary symptoms
(lesions of spine) treatment included removal from
railway work; otherwise prognosis was “unfavorable” (p.
98).

Psychic trauma in those who were hereditarily
predisposed to enter hypnotic auto-suggestive states that
allowed allow for a fixed idea to root in the unconscious
(the seed of traumatic hysteria). In women, neuroses were
often physically located in their uterus and could be
released through erogenous zones.

Traumatic events created tiny lesions in the brain and
nervous system that were undetectable; physical trauma
and psychic shock after the experience of terror led to

Americans
engaged in
sedentary,
repetitive,
competitive work:
women, “brain-
workers” (e.g.,
lawyers,
clergymen),
“muscle-workers”,
students;
“inebriates”

Soldiers (men)

Women

Working-class
men: railroad

Women; children;
sickly, drunken,
timid or stupid
men

Working class:
railroad and
factory (men)
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Traumatic
Hysteria °

Traumatic

Paralyses '’

Hysteria:
Seduction
Hypothesis '

Hysteria !

Shell Shock:
Sickness 2

Pierre Janet,
Neurologist

Sigmund Freud,
Neurologist

Sigmund Freud,
Neurologist

Joseph Breuer

Charles Meyers
& William
McDougall

1892

1893

1893

1895

1914-
16

France; Victorian Era

Europe; Victorian Era

Europe; Victorian Era

Europe; Victorian Era

U.K. Army in France,
World War I; High
Modern Era

traumatic responses: paralysis, fits, intrusion and neurosis.
No successful treatment identified.

Fixed ideas in the subconscious led to a split in
consciousness that created mental weakness; those who
suffered had pre-existing fissures that predisposed them to
splitting. The goal of therapy was to excise the fixed
traumatic memory, which can sometimes be done by
converting the memory into the action of telling a story.

“Any impression in which the nervous system has
difficulty in disposing of by means of associative thinking
or of motor reaction becomes a psychical trauma;” this
trauma as foreign body created a form of hysterical
reminiscing.

Hysteria was due to mental splitting when “an
incompatibility took place in...emotional life- that is to
say an idea or feeling which aroused such a distressing
affect that the subject decided to forget about it because
he had no confidence in his power to resolve the
contradiction between that incompatible idea and his ego
by means of thought activity.” Believed that “coitus-like
acts” in childhood, perpetrated from anyone, was the root
cause of hysteria. Treatment is through what is now
known as Freudian psychoanalysis.

Hysterical people are prone to fantastical reverie that
produced a twilight state that splits consciousness; the
splitting produced mental weakness because conscious
activity was divided. Those prone to hysteria were “of a
very lively disposition, to whom monotonous, simple and
uninteresting occupation is torture.” Treatment was
psychoanalytic catharsis.

Heightened sensitivity and arousal manifested in sensory-
motor problems called “hyperaesthesia” or dissociated
numbing called “anesthesia” following exposure to shell

All persons with
preexisting mental
weakness
(women, children,
men)

All persons
(women, children,
men)

All persons
(women, children,
men)

Persons forced to
engage in boring
or restricted
activities
(Women)

Soldiers with
weak mental
disposition and
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3

Neurologist,
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William Brown

Walter Cannon

Sandor Ferenczi

1920

1920

1932

U.K., High Modern Era

U.S., High Modern Era

Germany, Europe,
Beginning of WWII; High
Modern Era

explosions during war; this led to a form of hysteria.
Those affected were seen as predisposed to nervousness
and were not entitled to a pension, unlike those classified
as Shell Shock: Wound (vs. Sickness), who received
greater benefits. “The essential therapeutic step is the
relief of dissociation” (Leys, 2000, p. 86) or amnesia
through conscious reintegration of dissociated memory
into conscious thought.

Symptoms included mutism, loss of sight or hearing,
spasmodic convulsions, trembling, sleeplessness,
depression, and terrifying repetitive nightmares as
expressions of “repressed” emotions; unable to discharge
emotions through action or speech the trauma
unconsciously “materialized” as physical symptoms. The
traumatic events were often dissociated or unremembered.
Treatment was to bring the patient back to the front-lines
to abreact the emotional experience and give it verbal
expression.

All animals, including humans, reacted to threats and
traumatic exposure with an instinctual “fight-or-flight”
response located in the parasympathetic nervous system.
This instinctive response could be altered, reduced
through behavioral and operant conditioning (cf. Watson,
Skinner).

Incest, rape and violent sexual experiences as children are
the root of adult traumatic neurosis. Symptoms include:
identification with the perpetrator (who was often a parent
or family member), introjection of adult guilt, defiance,
inability to account for or describe defiance, split sense of
self, seeming maturation or precocious sexual behavior as
a child and caretaking of family members including
abuser. Treatment involved regressive enactments in
psychoanalysis to allow for a form of relational resolution
in therapy; emotional distance or over-intellectualized
therapy may actually reenact the neglect of the abusive

nervousness prior
to entering war
(Men)

Soldiers, veterans
(men)

All persons
(women, children,
men)

All persons
(women, children,
men). Middle and
upper class girls
and boys were
emphasized




515

Reactive
Attachment
Disorder (RAD)
16

Traumatic
. 17
Neurosis

Gross Stress
T
Reaction

Post-Vietnam
Syndrome "’

John Bowlby, 1940-
Mary 1980
Ainsworth,

Rene Spitz

Abram Kardiner 1941
DSM-1 1952
Robert Jay 1973
Lifton

U.K., WWII; Postmodern
era

U.S., WWII; Postmodern
era

U.S., WWII; Postmodern
era

U.S., Post-Vietnam War;
Postmodern era

parent.

Children who experienced extreme insufficient care
became emotionally withdrawn towards adult caregivers,
with social and emotional disturbances characterized by
minimal social and emotional responsiveness, limited
positive affect or episodes of unexplained irritability.
Preventative treatment was recommended where mothers
remain primary caregivers and do not separate from child
for work or other responsibilities. Mothers can be referred
to therapy if they are physically but not psychologically
available to nurture child. Attachment-based therapies for
parents and children were developed from this approach
to treat RAD.

A “physio-neurosis” in which one’s “effective ego” and
“body ego” become disorganized in response to a
traumatic event; the instinct of self-preservation drives the
neurosis, this effects “effectual adaptation” or the ability
to protect oneself and control the world. Ultimately the
patient experiences shock and a loss of meaning. Kardiner
recommended Freudian psychoanalysis but found it
ineffective in attempting to help war veterans.

Under conditions of great or unusual stress (e.g. combat
and civilian catastrophe) “a normal personality may
utilize established patterns of reaction to differ from
neurosis or psychosis...when promptly and adequately
treated the condition may progress to one of the neurotic
reactions...this diagnosis applies to previously more or
less “normal” persons who have experienced intolerable
stress” (Jones & Wessely, 2006, p. 688).

The Vietnam War was described by Lifton as the
“destroyer of psychological continuity, individual and
collective” (p. 404) such that it was impossible for
soldiers to “achieve the psychological status of a
meaningful combat ritual” (p. 38). Effects of war

DSM-III: Children
less than 8 months

DSM-III-R to
DSM-V: Children
of at least 9
months of age but
no older than 5
years of age.
Mothers and/or
primary caregivers
were considered
primary in
treatment.

Soldiers, veterans
(men)

Normal persons
(women, men)

Vietnam veterans
(men)




516

Adjustment
Disorder »°

PTSD 22!

PTSD *

DSM-I11

Bessel van der
Kolk, DSM-IIT

Mardi
Horowitz,
DSM-III-R

1980 U.S., Post-Vietnam War;
Postmodern era

1980 U.S., Post-Vietnam War;
Postmodern era

1986- U.S., Post-Vietnam War;
1987 Postmodern era

included: guilt related to the death they witnessed,
survived and created, rage related to government betrayal
and apathy of civilians, and self-judgment. To ward off
rage and violence, symptoms of restlessness,
psychosomatic freezing, numbing, recurrent nightmares,
anxiety, depression, suicide and psychosis occurred (p.
157). Additional problems included: feeling of isolation
from average citizens, emotional desensitization and
problems with intimacy in relationships (p. 279).
Soldiers’ reactions to war were not conceptualized as
pathological or amenable to psychological treatment.

Previously known as Adjustment Reaction of Adult Life
(DSM 11, 1968). A maladaptive reaction to an identifiable
psychosocial stressors were indicated by impairment in
social or occupational functioning and symptoms in
excess of normal or expectable reactions to the stressors
(p- 299).

van der Kolk’s research established intrusive symptoms
of PTSD, such as nightmares as flashbacks, as accurate
replicas of the traumatic experience. PTSD emerged in
DSM-III (1980). Criterion A was defined as an external
event that was “a recognizable stressor that would invoke
symptoms of distress in almost everyone” (p. 238). The
diagnosis included four symptoms from three clusters: re-
experiencing, numbing and detachment, and changes in
personality that were not present before the trauma.
Recommended treatment is psychoanalysis, group
treatment and or/ psychopharmacotherapy.

Horowitz defined emotional distress as intrusive,
unbidden, involuntary and unexpected. In 1987, the word
“flashback” (stemming from van der Kolk’s research) was
added to the DSM-III-R diagnosis, as well as Horowitz’s
language of intrusive re-experiencing as well as a cluster
of physiological arousal symptoms. Recommended
treatment was psychoanalysis, group treatment and or/

Adults (women,
men)

Adults (women,
men)

Adults (2omen,
men)
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Complex PTSD
23

Developmental

Trauma Disorder
24,25

Disinhibited
Social
Engagement
Disorder >

PTSD %

Judith Lewis
Herman

Bessel van der
Kolk and
NCTSN
Developmental
Trauma
Disorders Task
Force, DSM-5

DSM-5

DSM-5

1992

2013

2013

2013

U.S.; Postmodern era

U.S.; Postmodern era

U.S.; Postmodern era

U.S.; Postmodern era

psychopharmacotherapy.

Persons exposed to chronic trauma held in state of
captivity, physically or emotionally experienced
symptoms of PTSD and difficulties with: emotional
regulation, dissociation or forgetting events, distorted
perceptions of perpetrator or self, distrust or repeated
search for rescuer, and loss of meaning.

Chronic exposure to developmentally aversive
interpersonal trauma (e.g., abandonment, physical or
sexual assault, emotional abuse) and subjective
experience of rage, betrayal, fear, resignation, defeat or
shame. Resulted in “triggered pattern” of repeated
dysregulation in response to trauma cues, persistent
altered attributions and expectancies, and functional
impairment (p. 14). See Table 1 for suggested treatments.

Categorized under Trauma- and Stressor- Related
disorders in the DSM-5. Child must demonstrated
indiscriminant attachment and over familiarity with many
adults, have experienced extremes of insufficient care,
which is presumed to be responsible for the uninhibited
attachment. Treatment is attachment-based therapy.

Clusters of intrusive, avoidance (persistent negative
changes in mood and avoidance) and arousal symptoms
that occur after a traumatizing or life-threatening event.
See Table 1 for suggested treatments.

Persons in
captivity (women,
children, men)

Children

Children 9 months
and over who
demonstrate these
symptoms for at
least one year

All persons
(women, men)

Note. Page references in table correspond to the original source unless otherwise noted.
* Indicates original source text. WWII indicates World War 2.
! Gabriel, 1990; Payne, 2008; Tick, 2005
2 Hofer, 1934%*; Bracken, 2001; Foster & D’Emilio, 2012; Gabriel, 1990; Jones & Wessely, 2006,; Ludlam, 2007; Rosen, 1975; Resnick, 2011; Tick,

2005; Tierney, 2013

3 Larrey & Hall, 1814%*; Gabriel, 1990; Tick, 2005

4 Beard, 1881%*; Ben-Ezra, 2011; Bracken, 2001; Foster & D’Emilio, 2012; Jones & Wessely, 2006; Ludlam, 2007; Lerner, 2003; Young, 1995
5 Da Costa, 1871%*; Bracken, 2001; Foster & D’Emilio, 2012; Gabriel, 1990, Jones & Wessely, 2006; Ludlam 2007; Outka, 2009; Resnick, 2011; Tick,
2005; VA/DoD, 2010
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6 Erichsen, 1869/1997%*; Abi-Rached, 2009; Farrell, 1998; Fassin & Rechtman, 2009; Jones & Wessely, 2006; Ludlam, 2007; Lerner, 2003; Resnick,
2011; Young, 1995

" Charcot, 1889%*:; Breithaupt, 2005; Farrell, 1998; Fassin & Rechtman, 2009; Herman, 1997; Kaplan, 2005; Lerner, 2003; Leys, 2000; Ludlam, 2007,
Resiner, 2003; Young, 1995

8 Oppenheim, 1908*; Farrell, 1998; Lerner, 2003; Leys, 2000; Ludlam, 2007; Young, 1995

? Janet, 1892/1925%*; Ben-Ezra, 2011; Fassin & Rechtman, 2009; Foster & D’Emilio 2012; Herman, 1997; Leys, 2000; Young, 1995

10 Freud, 1893, 1895%; Caruth, 1995; Fassin & Rechtman, 2009; Herman, 1997; Kaplan, 2005; Lerner, 2003; Leys, 2000; Piers, 1996; Resiner, 2003;
Stolorow, 2007; Va/DoD, 2010; Williams & Sommer, 1994; Wilson, J.P, 1994; Young, 1995

" Breuer & Freud 1895%*; Fassin & Rechtman, 2009; Kaplan, 2005; Lerner, 2003; Leys, 2000; Ludlam, 2007; Payne, 2008; Resiner, 2003; Wilson, J.P.
1994

12 Meyers, 1915%; Abi-Rached, 2009; Ben-Ezra, 2011; Bracken, 2001; Breithaupt 2005; Caruth, 1995; Foster & D’Emilio, 2012; Gabriel, 1990; Herman,

1997; Jones & Wessely, 2006; Kaplan, 2005; Leys, 2000; Ludlam, 2007; Payne, 2008; Resnick, 2011; Tick, 2005; Wilson, J. P., 1994; Va/DoD,
2010

13 Brown, 1919%*; Ben-Ezra, 2011; Foster & D’Emilio, 2012; Ludlam, 2007; Tick, 2005; Va/DoD, 2010

' Cannon, 1916*; Leys, 2000; Ludlam, 2007; Young, 1995

15 Ferenczi, 1919%*, 1931%*, 1988*; Fassin & Rechtman, 2009; Lerner, 2003; Leys, 2000; Stolorow, 2007

' Bowlby, 1951%; Spitz, 1965*; Ainsworth, 1978/2014*

17 Kardiner, 1941%; Caruth, 1995; Farrell, 1998; Herman, 1997; Leys, 2000; Young, 1995

'S APA, 1952*

19 Lifton, 1973%*; Caruth, 1995; Fassin & Rechtman, 2009; Herman, 1997; Williams & Sommer, 1994

20 APA, 1980*

2l van der Kolk, 1984%*; Bracken, Giller & Summerfield, 1995; Caruth, 1995; Gabriel, 1990; Herman, 1997; Jones, 2006; Kaplan, 2005; Leys, 2000;
Ludlam, 2007; Tick, 2005; Young, 1995; Williams & Sommer, 1994; Wilson, J. P., 1994

2 Horowitz, Weiss, & Marmar, 1987*; Fassin & Rechtman, 2009; Herman, 1997; Young, 1995

2 Herman, 1992, 1997*; Farrell, 1998; Kaplan, 2005; Leys, 2000

2% van der Kolk, 2012*

» APA, 2013b*
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Appendix B: Specific Research Questions for Hermeneutic Inquiry

1.

What is the historical context of the particular manual or document of
interpretation? What is the setting of the document’s creation and the
context of its authors?

Who is thought to be involved in the therapy and how is their relationship
described? (e.g. dyadic relationships like: practitioner- trauma survivor,
therapist-patient, counselor-consumer)?

How is trauma described? How are human relationships described in the
context of trauma (e.g., perpetrator, survivor, victim, rescuer)? How are
traumatic events described (e.g., random, in the world)? What is the
conceptualization of the etiology and location of trauma? What
assumptions of gender, class, race, health, bodies, responsibility and
human agency (i.e., passivity, activity) are built within these
conceptualizations?

Who or what do the authors state is responsible for causing and treating
trauma? Who benefits (i.e., is not “guilty” of causing trauma) within
these descriptions, and who does not benefit?

What is the intended context for utilization (e.g., ideal setting, patient and
practitioner)? What criteria are used to identify a “traumatized” patient?
What criteria define the ideal practitioner? What is the ideal manner and
context in which the therapists are trained in the treatment manual?

What is recommended for pre-session preparation or patient engagement?

What are the goals of therapy?



10.

11.

12.

13.

14.
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What is considered trauma treatment (vs. prevention, debriefing,
assessment)?

How are the actors (both therapist and patient) supposed to behave while
delivering treatment?

How are the actors prescribed to interact with the manual (e.g., does the
therapist bring it into the room and read from it)?

How should practitioners respond to unexpected circumstances in therapy
or “unsuccessful delivery” of treatments (i.e., patient avoidance, drop out,
“lack of compliance”)?

How is an individual supposed to respond to treatments and what does it
look like when a patient is “healed”? How are treated individuals
supposed to behave and think (i.e., what constitutes a “good” survivor or
victim)?

What are the moral judgments around good and bad responses to trauma
that are embedded in the text (e.g., problematic or adaptive symptoms
and behaviors that come from being traumatized, contexts in which
traumatized responses are acceptable)? What is considered to be a
normative, acceptable response to trauma? What is considered to be a
good or bad therapist and patient within this conceptualization?

What is left out of the above descriptions or taken for granted about

individual and collective experiences of trauma in the text?



