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Post-Traumatic Stress Disorder in the U.S. Military Arena:  

Social Action in the Name of Diagnosis, Treatment, and Disability Compensation 

Michael P. Fisher 

ABSTRACT 

The U.S.-led wars in Afghanistan and Iraq have resulted in thousands of 

servicemembers and veterans diagnosed with PTSD or suffering from PTSD symptoms. 

As a result, PTSD has emerged as a salient social problem in the military context. This 

study is a social-historical qualitative study of war related PTSD during a decade of U.S-

led war in Afghanistan and Iraq (2001-2012). Through in-depth interviews, participant 

observation, and extensive document analysis, I examine how public officials, veterans’ 

advocacy groups, and researchers working in the U.S. military context have constructed 

PTSD and the policies addressing it. I emphasize issues and policies concerning 

diagnosis, treatment, and disability compensation, which are significant loci of action for 

veterans’ advocates, public officials, and researchers.  

My findings first highlight that despite PTSD’s long-standing codification as a 

mental disorder, the diagnosis is a controversial one whose legitimacy is at times 

disputed, particularly in U.S. military contexts. These disputes manifest not in questions 

about whether PTSD exists, but in queries and statements about how many individuals 

are, or should be, diagnosed with PTSD; the struggle is over prevalence rates. Second, I 

argue that various cultural meanings associated with PTSD—particularly perceptions of 

its “true” prevalence, high economic cost, and negative impact on military manpower—

have shaped PTSD policy. Specifically, economic and military manpower implications 

have compounded concerns about prevalence and led some public officials and 
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researchers to challenge the disorder’s clinical validity as well as its diagnostic tools, 

procedures, and systems, and to frame PTSD as a clinical state which is often induced or 

falsified because of the prospect of “secondary gains” such as VA benefits. Finally, I 

focus on the range of veterans’ advocate responses to and grievances about a lack of 

appropriate prevention, diagnosis, and treatment of PTSD. I argue that there exists a 

widespread channeling of veterans’ advocacy efforts into health and mental health issues 

and postulate that this biomedicalization of advocacy funnels otherwise radical activity 

into collective action focused on VA benefits. This research builds upon sociological 

scholarship, most notably theories of the social construction of mental illness and social 

movements in health.
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CHAPTER 1. INTRODUCTION 

 

 Post-traumatic stress disorder (PTSD) has been a recognized diagnosis in the 

American Psychiatric Association’s (APA) Diagnostic and Statistical Manual of Mental 

Disorders (DSM) for more than thirty years. However, it remains a controversial 

disorder, whose legitimacy is at times disputed, particularly in the U.S. military context. 

PTSD has ignited public discourse among public officials and researchers, collective 

action on the part of groups that advocate for military veterans, and new and revised 

policies and programs within government. This dissertation is a social-historical 

examination of the social action surrounding war-related PTSD during a decade of U.S-

led war in Afghanistan and Iraq (specifically, from 2001 to 2012). Through in-depth 

interviews, participant observation, and extensive document analysis, I examine how 

public officials, veterans’ advocacy groups, and researchers working in the U.S. military 

context have constructed, disputed, and responded to PTSD. 

PTSD is an anxiety disorder defined by criteria listed in the fifth edition of the 

DSM, the DSM-5. The DSM is a manual representing the standard for classification of 

mental disorders which is used by a variety of mental health professionals in the U.S. and 

numerous other countries. The diagnostic criteria for PTSD include past exposure to a 

traumatic event (that is, actual or threatened death, serious injury, or sexual violence), 

“intrusion” symptoms such as recurrent distressing memories, avoidance of stimuli 

associated with the trauma, negative alterations in cognition or mood associated with the 

traumatic event, and marked alterations in arousal and reactivity associated with the 

traumatic event (American Psychiatric Association 2013). Symptoms must persist for one 
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month following the trauma, cause significant functional impairment, and not be related 

to the physiological effects of a substance or another medical condition. 

 The U.S.-led wars in Afghanistan and Iraq have resulted in thousands of 

servicemembers and veterans diagnosed with PTSD or suffering from PTSD symptoms. 

Unlike prior wars, the Iraq war in particular has a high ratio of wounded to fatalities 

(Ramchand et al. 2008). Due to improved protective equipment and medical care, 

wounded servicemembers who may have died in previous wars are living, and they are 

doing so with a range of health and mental health problems. PTSD is one of these 

diagnoses; prevalence estimates among returning servicemembers range from 

approximately 5 to 20 percent with the most representative studies estimating the 

prevalence to lie between 10 and 14 percent (Ramchand et al. 2008). Numerous methods 

have been used to estimate the prevalence of PTSD, however, and rates vary widely, with 

some at approximately 1 percent and others as high as 60 percent (Ramchand et al. 2010). 

A Brief History of PTSD (Pre-2001) 

 Societies have long recognized that some individuals show a range of problems 

after exposure to traumatic events, including but not limited to war-related trauma.  

The idea of post-war stress can be traced to ancient times, particularly to the guilt, shame, 

and rage of Achilles as well as the writings of Aristotle and Seneca (Sherman 2005). 

More recent terms used to describe these responses in the U.S. prior to “PTSD” include 

“soldier’s heart” during the Civil War era, “railway spine” during the late 19th century, 

“shell shock” and “war neuroses” during the World War I era, and “combat fatigue” 

during the World War II era. A set of trauma-related symptoms, labeled “gross stress 

reaction,” was recognized in the first edition of the DSM published in 1952 but was 
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absent from the second edition of the manual, the DSM-II, published in 1968. As 

American servicemembers returned from Vietnam, they exhibited problems stemming 

from exposure to traumatic events, which were recognized informally as “post-Vietnam 

syndrome” (Dean 1997, Finley 2011, Scott 1990, Scott 2004, Shepard 2001, Young 

1995). In 1980, the APA incorporated the PTSD diagnosis into the third edition of the 

manual, the DSM-III, to classify responses to traumatic events that met a newly defined 

set of criteria. 

Formal recognition of PTSD resulted in part from years of advocacy and 

collective action on the part of psychiatrists and groups of victimized or traumatized 

individuals, including groups of Vietnam veterans (Scott 1990, Scott 2004). In 1977, as 

plans were under way to revise and release the DSM-III, a group of mental health 

professionals who studied the psychological impacts of war trauma collaborated with 

veterans’ advocates to form the Vietnam Veterans Working Group. The group organized 

the support of psychiatrists studying the psychological impacts various types of trauma 

(Bloom 2000), and proposed adding the diagnostic categories that would soon be labeled 

PTSD to the APA’s Committee on Reactive Disorders, the collective body tasked with 

reporting to the DSM-III task force on issues of post-traumatic stress.  

When the diagnostic entry was first proposed, the working group labeled it 

“catastrophic stress disorder” and suggested that a subcategory termed “post-combat 

stress reaction” be incorporated along with the diagnosis (Shatan, Smith and Haley 1976; 

see also Scott 2004; Scott 1990). The Committee on Reactive Disorders supported the 

recommendation with two caveats. First, the new diagnostic label was to be “post-

traumatic stress disorder.” Second, the combat-specific subcategory would not be 
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included, since there was little evidence that trauma from combat produces a significantly 

different set of clinical symptoms or impairments than severe non-combat trauma. 

Therefore, the newly formed PTSD diagnosis did not distinguish between trauma 

experienced in combat and trauma experienced in other situations, such as rape or natural 

disasters. 

PTSD was incorporated into the DSM-III to recognize the suffering of 

traumatized individuals, including Vietnam veterans, and to provide a channel for 

obtaining treatment (Finley 2011, Scott 1990, Scott 2004, Young 1995). At the same time 

that the APA was codifying the PTSD diagnosis, Congress was also recognizing the 

mental health needs of Vietnam veterans. In 1979, President Jimmy Carter signed Public 

Law 96-22, which established community-based Vet Centers to provide “readjustment” 

counseling to Vietnam veterans (Scott 2004, Shepard 2001, Young 1995). Although not 

developed to address PTSD explicitly, these Vet Centers offered counseling for a range 

of mental health problems, including the set of symptoms that was being codified as 

PTSD in the DSM-III. The PTSD diagnosis also expanded treatment options for 

diagnosed individuals beyond Vet Centers by facilitating greater access to mental health 

treatment in other VA facilities and in private health systems.  

Since its incorporation in the DSM-III, the PTSD diagnosis was changed slightly 

in the subsequent editions of the manual, the DSM-IV and DSM-IV-TR. Notably, the 

original PTSD diagnosis did not require that individuals respond to a traumatic event 

with fear, helplessness, or horror; this criterion was added to the DSM-IV. However, in 

December 2012, the APA’s board of trustees voted to drop this so-called “A2” diagnostic 

criterion from the forthcoming DSM-5 due to a lack of evidence that it improved 
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diagnostic accuracy (Friedman et al. 2011). The board of trustees also voted in favor of 

several other notable changes to the diagnosis, including more explicit requirements 

about how an individual must have experienced a traumatic event (for example, by 

directly experiencing the trauma or witnessing the trauma of others); the separation of the 

avoidance and numbing  “cluster” (a  set of similar symptoms) into two clusters, 

avoidance and negative alterations in cognitions and mood; the addition of two 

symptoms to the negative alterations in cognitions and mood cluster; the addition of one 

symptom to the alterations in arousal and reactivity cluster; the revision of various 

symptoms to clarify symptom expression; and the addition of preschool and dissociative 

“subtypes,” or homogeneous subclassifications of the disorder which may have different 

etiologies (American Psychiatric Association 2013). The new category is expected to 

result in a similar prevalence rate as the DSM-IV-TR category (Miller et al. 2012).   

Research Problem and Study Aims 

Prior to the U.S.-led wars in Afghanistan and Iraq, PTSD was often perceived in 

military contexts as a problem of Vietnam veterans and a clinical category created, at 

least in part, to facilitate the mental health treatment of these veterans (Scott 1990, Scott 

2004). The wars in Afghanistan and Iraq changed these perceptions, as it soon became 

evident that the disorder was also prevalent among servicemembers and veterans of these 

wars. An estimated 5 to 20 percent (Ramchand et al. 2008) of servicemembers returned 

from these wars with PTSD, and the government and society, generally, were faced with 

how to respond. However, in many ways, society’s institutions did not respond, and when 

they did the adequacy of their responses was questioned. Veterans faced long waits for 

VA disability benefits and the burden of providing documentation of their exposure to a 
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traumatic event. Some veterans also encountered difficulty accessing VA mental health 

care. Moreover, the military began to grapple with the implications of a disorder that, by 

definition, resulted from trauma (in this context, trauma experienced during war) and 

which could be costly for government and might negatively impact military manpower. 

Early in the development of the wars, veterans’ advocates began to allege that the federal 

government was deliberately under-diagnosing or misdiagnosing PTSD and that 

returning servicemembers with PTSD were not adequately cared for and compensated. 

As such, a distinct social problem was emerging: PTSD diagnosis, disability 

compensation, and access to treatment became topics of contestation within the U.S. 

military arena. 

 This study was motivated by the emergence of PTSD diagnosis, disability 

compensation, and access to treatment as salient social problems among U.S. 

servicemembers returning from Afghanistan and Iraq, and the absence of social science 

scholarship describing this process. The overarching goal of the study was to explore how 

various actors, particularly public officials, veterans’ advocates, and researchers, perceive 

war-related PTSD and responded to it through a wide range of collective action, most 

notably public policy. In this context, public policy represents the culmination of efforts 

to influence the goods (or harms) provided by the government (Hardin 1982, Olson 1971, 

Peters 2013). Since much veterans’ advocacy centered on the diagnosis, disability 

compensation, and access to treatment for war-related PTSD, I gave particular attention 

to specific policies and collective action addressing these three interrelated issues. I 

analyzed the social-historical emergence of PTSD as a social problem during the 

Afghanistan and Iraq wars and the factors shaping PTSD policy and collective action; the 
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range of perceptions associated with PTSD and PTSD’s prevalence, particularly given 

that PTSD acts as a gateway to a range of care and benefits and thus represents a type of 

compensatory relationship; and the PTSD policymaking process, including the types of 

organizations and actors that influence policy, and their motivations and mechanisms for 

doing so. 

Three complementary aims defined this study. First, I aimed to construct a social-

historical outline of the last ten years of PTSD-related policy and collective action in the 

military arena. To complement earlier works focused on the codification of PTSD in the 

DSM-III (Scott 2004), I sought to provide an overview of the how PTSD has recently 

been framed and addressed in government policies regarding diagnosis, disability 

compensation, and access to treatment, as well as the salient collective actions of 

veterans’ advocates, public officials, and researchers. In doing so, I analyzed historical, 

socio-cultural, technological, biomedical, or political factors involved in shaping PTSD 

in the military arena. For example, I explored in detail factors that have affected (both 

positively and negatively) institutional responses to the disorder during the ten years 

following the start of the war in Afghanistan.    

Second, I aimed to understand the range of perceptions or cultural meanings 

(Conrad and Barker 2010) associated with PTSD. Beliefs about PTSD’s prevalence 

became particularly salient early in the study, and therefore I sought to determine how 

disparate perceptions of PTSD’s prevalence have become impetuses for policy action. 

Moreover, I sought to illuminate the reasons for contestation of the disorder’s prevalence, 

focusing in particular on how the disorder acts as a gateway to a range of care and 

benefits and thus carries tremendous cost implications for government. In essence, the 
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disorder represents much more than a set of clinical symptoms; it engenders a 

compensatory relationship that can last years or even a lifetime. Specifically, the PTSD 

diagnosis can, in some instances, facilitate access to VA disability compensation and 

health care benefits. Considering previous scholarship on these types of compensatory 

relationships (for example, Messinger 2008, Petryna 2002, Rhodes, Harris and Martin 

2013), I also sought to analyze the roles and obligations of, and relationships between, 

returning servicemembers and the state as they pertain to war-related psychological 

“damage.” 

Third, I aimed to elucidate the processes leading to the development of policy in 

the areas of PTSD diagnosis, disability compensation, and access to treatment. Building 

upon previous scholarship on health social movements (Brown et al. 2000, Brown and 

Zavestoski 2004, Brown et al. 2004, Brown and Zavestoski 2005), I sought detailed 

information about the PTSD policymaking process, including the types of organizations 

and actors that are successful at influencing policy, and their motivations and 

mechanisms for doing so. In particular, I emphasized the role of veterans’ advocates and 

advocacy groups in the policymaking process. 

Theoretically Situating PTSD Policy and Collective Action 

PTSD, like most other psychiatric disorders, is a changing social construct. PTSD 

became a disorder upon the publication of the DSM-III, an event which signified a shift 

in the field of psychiatry from dynamic to diagnostic psychiatry (Horwitz 2002). This 

new era of psychiatry focused on manifest symptoms rather than intrapsychic illnesses 

and often presumed that discernible biological pathologies were underlying these 

disorders (Horwitz 2002). Subsequent to the publication of the DSM-III, and particularly 
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with the 2013 publication of the DSM-5, psychiatry placed an even greater emphasis on 

the biological underpinnings of psychiatric disorders (American Psychiatric Association 

2013). As psychiatry has continued to change, so has the PTSD diagnosis. PTSD 

symptoms and symptom clusters have been added to and removed from subsequent 

editions of the DSM in an attempt to better represent the underlying phenomenon. 

Consistently, the “true” nature of the disorder has remained a point of fascination and 

contention. Advocacy groups, including those representing traumatized war veterans, 

engaged in years of advocacy and collaboration with the psychiatric community not only 

to codify the diagnosis, but also to revise the diagnosis and engender policies and 

programs addressing the diagnosis (Fisher and Schell 2013, Scott 1990, Scott 2004). 

In this dissertation, I utilize the PTSD diagnostic category and the social action 

surrounding it as the foci of my analysis. I examine how stakeholders in the military 

arena view the true essence of PTSD, and correspondingly engage in collective action to 

engender policies and programs to diagnose, treat, or compensate for disability related to 

the disorder. Below, I provide an overview of the social science literature elucidating the 

means by which various social groups construct and shape psychiatric diagnoses and the 

policy landscapes surrounding them, particularly when a diagnosis serves as a channel 

through which the government provides a range of benefits. Following are sections on 

constructing mental illness, contesting mental illness, and compensating psychological 

damage. 

Constructing Mental Illness 

Social constructionism serves as a robust theoretical framework for understanding 

mental illnesses. This framework, in the context of health and illness, “refus[es] to regard 
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medicine and technical medical knowledge as pre-given entities, separate from all other 

human activities.” (Wright and Treacher 1982:10). In essence, disease categories are 

based on knowledge structures determined largely by the medical community and are 

inseparable from broader social practices. Mental illness is particularly appealing to 

social constructionists given a lack of clear and firmly established (biopsychiatric) 

etiologies of many mental disorders. Although a clear biopsychiatric understanding of a 

disorder would not preclude the use of a social constructionist framework (since 

biopsychiatry itself can be viewed as a social construct), a lack of “objective” scientific 

evidence facilitates a more convincing application of constructionist concepts. Below, I 

discuss social constructionist scholarship focused on health, mental health, and PTSD. 

Specifically, I address the interactional nature of mental disorders, and particularly the 

interactions between illness behavior and institutional forces; psychiatric expansionism; 

the sociology of diagnosis; social-historical accounts of PTSD; and issues of 

biopsychiatric validity vis-à-vis social constructionism. 

First, many social constructionist works highlight the interactional nature of 

diagnosis, and particularly the interplay between individual behavior and larger 

institutional forces. One early form of social constructionism is labeling theory, which 

posits that social reactions to labels of primary deviance are important factors 

contributing to mental illness. This perspective is closely associated with symbolic 

interactionism, and focuses on the social processes leading to deviance designations as 

well as individual reactions (for example, adoption of deviant “secondary” identities) of 

those defined as mentally ill (see, for example, Scheff [1966] 1984). Antipsychiatry is 

another branch of this early social constructionist thought. Closely aligned with labeling 
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theory, antipsychiatry is not focused on labeling, per se, but with the larger social 

construction of mental illness and diagnosis, and on challenging the psychiatric 

profession as a whole. Goffman (1961) exemplifies the antipsychiatry movement by 

focusing on the institutionalized patient and arguing that the asylum was an institution 

which reinforced a medical definition of the situation. He notes that when asylum patients 

asserted grievances with institutional life, the institution ascribed the grievances to the 

patient as a further sign of his or her mental disorder (Goffman 1961). Philosopher Ian 

Hacking more recently framed social constructionism in a manner reminiscent of labeling 

theory, viewing the classified (person) not as a passive recipient of a label but as an 

individual actively engaged in their own social definitions (1999).  

Other contemporary scholars (for example, Grossman 2004) too have 

problematized psychiatry’s attribution of mental illness as stemming from individual 

rather than environmental factors, and thus how psychiatry ascribes responsibility for the 

illness and its treatment to the individual. Scholars have shed light on this changing 

nature of psychiatry as well as the changing nature of deviance altogether. Deviant 

behavior, which was once almost purely under the jurisdiction of the church (sin) or the 

law (crime), began to increasingly fall under medicine (sickness) in modern and post-

modern societies (Conrad and Schneider 1992). Although psychiatry has largely 

eschewed the asylum model, relying instead on outpatient treatment, themes of 

institutional influence on mentally ill individuals are still quite relevant, and particularly 

when analyzing PTSD in the U.S. military context. Military-related institutional forces 

reinforce a dominant and all-encompassing medical definition of the situation and, 

specifically, a definition which problematizes servicemembers’ individual responses to 
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trauma rather than the social-structural forces which result in exposure to trauma. 

Moreover, although the prominence of labeling theory has waned in recent years, issues 

raised by labeling theory appear to be very much alive in the minds of some stakeholders 

in the military arena. For instance, as evidenced later in this dissertation, some public 

officials have been reluctant to allow for PTSD labeling, fearing that the label, in 

conjunction with the appeal of “secondary gains” (Parsons 1951, Parsons 1975), may 

induce symptoms of the disorder. 

Second, another body of social constructionist work focuses on the expansion of 

psychiatry into realms of human life that were not previously medicalized. The 

foundation for these works was established by scholars such as Conrad and Schneider 

(1992) who draw from earlier by scholars such as Foucault ([1961] 2001). More recently, 

Cooksey and Brown (1998) focused on issues of psychiatric classification by framing the 

“DSM project” as a component of the larger trend of psychiatric medicalization. In their 

view, the DSM-III in particular is emblematic of the shift from psychoanalytic models 

emblematic of dynamic psychiatry to medical models more closely aligned with 

diagnostic psychiatry (see Horwitz 2002). The DSM, they argue, suffers not only from 

inherent limitations such as the lack of correspondence between symptom clusters and 

diagnostic groups but also spawns related flaws due to measurement, idiosyncratic 

application, and lack of acknowledgement of its own history (Cooksey and Brown 1998). 

The DSM-IV too has been a topic of debate as to whether it furthers psychiatric 

expansionism. The manual, in addition to treating diagnoses as longitudinal and relatively 

fixed, establishes new “‘catch all’ criteria and categories,” thus expanding the net of 

(psychiatric) medicalization (Holmes and Warelow 1999:168). Moreover, the 
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medicalization of PTSD in general is an ongoing topic of debate, and, as scholars have 

noted, its medicalization has both positive and negative effects (Stein et al. 2007). On the 

one hand, its medicalization objectifies trauma response which could deflect attention 

from political prevention or the use of nonmedical interventions. Conversely, failing to 

problematize PTSD via medical channels could hinder the identification of common 

symptoms across individuals and lead to a lack of effective treatments (Stein et al. 2007). 

The medicalization and biomedicalization (Clarke et al. 2003, Clarke et al. 2010) of 

PTSD are themes present throughout this dissertation, and particularly in chapter 5 where 

they are discussed in more detail. Not only are post-war trauma responses heavily 

medical in nature given that they are addressed almost solely through medical channels, 

but collective action in response to PTSD also occurs largely through medical channels. 

Moreover, critiques of diagnostic expansionism and the “catch-all” nature of the PTSD 

are commonplace. 

Third, an emerging body of sociological scholarship focuses specifically on issues 

of diagnosis. The overarching framework for a sociology of diagnosis was originally 

proposed by Brown more than two decades ago (1990), as he and his colleagues began to 

focus their social constructionist perspectives on professional ways of knowing and 

diagnosis, rather than on medical knowledge or illness experience (1995). However, the 

distinct sociological subfield began to materialize only recently (Brown, Lyson and 

Jenkins 2011, Jutel and Nettleton 2011, Jutel 2009, Jutel 2011, McGann and Hutson 

2011). Prior to the development of this subfield, diagnosis was only loosely studied by 

sociologists and submerged within other areas of the discipline. The sociology of 

diagnosis framework explores diagnosis as a phenomenon that spans not only medical 
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sociology, but also the sociological study of deviance, culture, collective action, and 

knowledge (McGann and Hutson 2011). Moreover, the subfield covers topics such as 

diagnosis and medicalization, contextual factors in the diagnostic process, “turf” issues 

related to diagnosis and its contestation, identity issues related to diagnosis, the politics of 

nosology, and issues related to medical social control (Jutel 2009). Given that the PTSD 

diagnosis and the policies and collective action surrounding the diagnosis are the focal 

point of this dissertation, the sociology of diagnosis framework is integral to this work in 

many ways. A sociology of diagnosis perspective inherently foregrounds diagnosis as a 

phenomenon through which medicine exerts its role and power in society, and through 

which greater cultural and societal norms and values are reflected (Jutel 2009). This core 

emphasis on the diagnosis is particularly important in the case of war-related PTSD, since 

the diagnosis serves as more than just a tool for psychiatry. For example, it is also the 

gateway through which certain government benefits are accessed and, in some instances, 

used as a means for presuming a servicemember’s level of job functioning.   

Fourth, a small number of scholarly works focus on how the PTSD diagnosis 

came into existence. Young (1995) focuses largely on the historical formation of the 

“traumatic memory,” which ultimately manifested in what is now known as PTSD. He 

argues that although the history of PTSD is often treated as an orderly chronological 

phenomenon, it is not a singular entity but a phenomenon “glued together by the 

practices, technologies, and narratives with which it is diagnosed, studied, treated, and 

represented and by the various institutions, and moral arguments that mobilized these 

efforts and resources” (Young 1995:5). Scott (2004) too provides a social-historical 

account of PTSD, tracing it from World War II to the early 1980s, but emphasizes the 
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politics integral to the disorder’s codification. He focuses on the multitude of actors 

involved in the disorder’s incorporation into the DSM-III, and illustrates that its 

codification was not simply a result of its discovery. Rather, as Scott argues, it was a 

lengthy social process. In many ways, this dissertation is a direct continuation of this 

scholarship, and particularly the work of Scott, as it focuses on the politics and collective 

action surrounding the continued social construction of PTSD during the U.S.-led wars in 

Afghanistan and Iraq.  

Finally, the focus for some constructionists centers on the biopsychiatric validity 

of mental disorders. Horwitz (2002), for example, acknowledges the limitations of social 

constructionism, most notably its inability to evaluate the validity or adequacy of the 

psychiatric disease classification system. Among his many assertions is that the DSM 

fails to exclude normal responses to stressful situations (and thus diagnoses these 

responses as disease). A “valid” definition of mental disorder, argues Horwitz, should 

include only those instances in which “some internal [human] system cannot function 

appropriately” (2002:27). Gove (1982) too has advocated for a sociological shift toward a 

definition of mental illness that further incorporates underlying biological “realities.” He 

supports the psychiatric perspective and inverts the labeling theorists’ views on mental 

illness as a variable dependent upon societal labeling. Not only does he argue that 

labeling is a dependent (rather than independent) variable, he asserts that labeling is a 

(morally) positive phenomenon which prompts treatment and minimizes the 

consequences of a disorder. The assertions of these scholars reflect certain key debates 

over PTSD’s legitimacy in the U.S. military arena. Many stakeholders believe that PTSD 

will gain further legitimacy if its biopsychiatric underpinnings are clearly and firmly 
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established (Dao 2012a), and that the PTSD diagnosis is indeed a morally positive 

phenomenon. Although the key questions of this dissertation do not confront these topics 

directly, these themes indeed arise in the debates highlighted by this dissertation. 

In sum, I approached this study with a social constructionist perspective, but not 

one which assumes that positivist interpretations may not prove true. That is, in 

accordance with the social constructionist framework of Brown (1995) which draws on 

the work of Freidson (1970), I postulated that bio-psychological realities, identified 

through biomedical knowledge structures, may underlie the PTSD construct while the 

disorder is also acted upon and shaped by a range of social forces. These social forces 

include individuals and institutions such as the U.S. military and government, the medical 

profession, the media, veterans’ advocates, and servicemembers and veterans themselves. 

Moreover, it was not my intent to demonstrate where exactly PTSD falls on this 

“continuum of constructionism” but instead to highlight ways that the disorder is socially 

constructed. For example, cultural meanings are attached to the disorder via the actions of 

claims-makers and interested parties who influence and construct the disorder (Conrad 

and Barker 2010). The manner in which the disorder is constructed and the cultural 

meanings it carries may in turn affect who is (or is not) diagnosed. Stated differently, I 

viewed PTSD through a “social diagnosis” framework, wherein social actors are 

presumed to contribute to the creation of a diagnosis which is thus interconnected with 

political, economic, cultural, and social factors (Brown, Lyson and Jenkins 2011).  

Contesting Mental Illness 

Health social movements theories are a valuable tool for analyzing collective 

action pertaining to PTSD and, in particular, the policies and programs guiding diagnosis, 
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treatment, or disability compensation related to the disorder. Health social movements 

frameworks, generally speaking, arose out of and developed parallel to new social 

movements theories, which emerged during the latter half of the twentieth century to 

explain movements characterized by a complex patchwork of mobilizing factors (Brown 

and Zavestoski 2004, Johnston, Laraña and Gusfield 1994). Health social movements are 

more specific in their focus than new social movements and are defined as “collective 

challenges to medical policy and politics, belief systems, research and practice that 

include an array of formal and informal organizations, supporters, networks of co-

operation, and media” (Brown and Zavestoski 2004:52). Health social movements target 

a range of health-related topics, including occupational health concerns, women’s health, 

and HIV/AIDS, among many others (Brown and Zavestoski 2004). These movements 

have engendered notable changes in the prevention, diagnosis, and treatment of health 

issues, and they frequently target health-related inequities. Below, I discuss selected 

social movement scholarship (largely health social movements-based) which is relevant 

to the study of PTSD in the U.S. military context. Specifically, I address health social 

movements typologies; the denial of disease; the silencing of social movement activity; 

and mental health social movements. 

First, several typologies exist to describe health social movements. Most notably, 

Brown and colleagues (2004) delineate three types of health social movements: health 

access movements, constituency-based health movements, and embodied health 

movements. The first category includes movements that seek equitable and improved 

access to health care, and the second includes those which address health inequality and 

inequity based, for example, on race/ethnicity, gender, class and/or sexuality. The third 
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category, embodied health movements, are defined as “organised efforts to challenge 

knowledge and practice concerning the aetiology, treatment, and prevention of disease” 

(Brown et al. 2004:54). Embodied health movements often focus on contested illnesses, 

defined as “diseases and conditions that engender major scientific disputes and extensive 

public debates over environmental causes” (Brown et al. 2000:236).  

Scrambler and Kelleher (2006) also provide a typology for what they label as 

“new social movements in the health arena.” Articulating the importance of a macro level 

(social movements) culture, they assert that a “culture of challenge” is emerging. This 

stands in clear contrast to the more commonly held assumption that organized social 

resistance is a rare occurrence. Their typology delineates five categories of mobilizing 

factors: discrimination, insufficient health services, a need for regulatory intervention, 

group identity, and political-economic grievances. One of the defining features of both 

above-mentioned typologies, and health social movements more generally, is that, unlike 

new social movements, these movements organize in part around material resources or 

social class. These typologies provide a useful means for organizing and analyzing 

PTSD-related social movements which, as demonstrated later in this dissertation, involve 

a wide range of factors related to health care access as well as factors such as social class. 

Scholars have noted, however, that these typologies may be too rigid to define social 

movements whose activities span their categories, and could thus lead to oversimplified 

understandings (Epstein 2008).  

Second, a growing body of scholarship focuses on the struggles over certain 

diagnoses, and specifically the denial of these diagnoses. Notably, scholars have 

highlighted the struggles over contested illnesses (Brown 1995), including Gulf War 
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illness (Brown et al. 2000, Zavestoski et al. 2004, Zavestoski et al. 2002), late luteal 

phase dysphoric disorder (Figert 1995), repetitive strain injury (Arksey 1994), and 

chronic fatigue syndrome and multiple chemical sensitivity (Dumit 2006), among others. 

Notably, Brown and colleagues (2000) and Zavestoski and colleagues (2004; 2002) study 

in depth the difficulties encountered by veterans in their struggle for diagnosis of Gulf 

War illnesses after the 1991 U.S.-led war. Despite high rates of self-reported disease 

morbidity, no policies were in place for Gulf War disease sufferers, the science base for 

the disease was weak, and social movement organizing around the topic was sparse 

(Brown et al. 2002a). Veterans traveled a difficult path of disputed scientific findings, 

negotiations over legitimacy, and struggles against dominant epidemiological paradigms 

in an attempt for diagnostic legitimacy (Zavestoski et al. 2004). Although PTSD is not a 

contested illness given its codification in the DSM, this dissertation will demonstrate that 

its legitimacy is at times disputed within the U.S. military arena. For example, the 

disorder’s etiology is often a point of contention (Bodkin et al. 2007), while a notable 

level of uncertainty exists around its “true” prevalence (Ramchand et al. 2010). 

Moreover, given the powerful backdrop of military-related institutions, it is plausible that 

these institutions impact how the disorder manifests and is addressed. Dominant 

institutional pressures have been noted in the case of other illnesses, particularly when 

financial savings may incentivize institutions to deny these illnesses (Dumit 2006) 

Third, some scholarship addresses how health social movement voices are 

silenced through the limited incorporation of these voices into mainstream activities, or 

by the co-optation of these voices by mainstream interests. Manifestations of silencing or 

co-optation have been witnessed in the case of repetitive strain injury (Arksey 1994) as 
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well as in the complementary and alternative (CAM) movement (Hess 2004), among 

others. In the CAM movement, activist and non-dominant professional voices were 

increasingly incorporated into those of medicine, as the importance of science is itself 

was strengthened while lay voices were devalued. In essence, a co-optation process of 

“alternative” medical professions was found to occur. In the case of PTSD in the U.S. 

military context, there exists a wide range of advocacy efforts and grievances related to 

these efforts. However, this full range of grievances is not evident in mainstream socio-

political circles. As demonstrated later in this dissertation, outsider social movement 

activity may not be co-opted, per se, but may be silenced through a lack of funding and 

support.  

Finally, a limited number of social movements works address mental health issues 

specifically, although much sociological scholarship in this area in recent years has been 

conducted in the U.K. (see Crossley and Crossley 2001, Crossley 2004, Crossley 2006a, 

Crossley 2006b). For example, Crossley (2006a) examines “fields of contention,” within 

which there exist multiple discourses and demands (of a social movement) represented by 

a multitude of social movement organizations. He also provides a social-historical 

exploration of psychiatry in the U.K. since the “anti-psychiatry movement” (Crossley 

2006b). Despite these works, mental health social movements remain understudied. 

Incidentally, in the case of PTSD in the military context, these mental health social 

movements are often embedded within larger advocacy groups whose aims extend 

beyond mental health issues into a range of health and benefits issues, and thus not 

always obvious or distinguishable. Nonetheless, it appears that a new era of mental health 

social movements may be emerging. Not only has war-related PTSD emerged as a salient 
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social problem in the military arena, but, more generally, some patients, practitioners, and 

policymakers have rejected the widespread use of the DSM-5 (Greenberg 2013). 

In sum, I approached this study assuming that health social movements theory 

would serve as a guiding framework because of its incorporation of multiple mobilizing 

factors and strategies, and its applicability to a wide range of health issues. I sought to 

explore how the wide range of PTSD-related grievances could be explained using extant 

health social movements theory, and how these grievances may necessitate additional 

theoretical consideration. For example, PTSD-related social movements often focus on 

health care access issues, but their scope is often much broader, to include issues 

pertaining to social class and war itself.  It is these broader grievances vis-à-vis more 

traditional health access concerns I sought to understand in more detail.   

Compensating Psychological Damage 

Recently, scholars have illuminated that certain citizens maintain unique 

relationships with the state when their bodies have been (biologically) damaged, 

particularly when this damage is caused by the actions of the state or macro-level social 

structures operating within and in conjunction with the state. The concept of biological 

citizenship was developed recently to illustrate individuals’ conceptions of citizenship 

based on biological phenomena, as well as collective mobilization around conceptions of 

biological identity (Petryna 2002, Rose and Novas 2005, Rose 2007). Notably, Petryna 

(2002) used the term to describe the relationships between injured citizens in the decades 

following the Chernobyl nuclear disaster and the Ukrainian government’s actions. In that 

context, the term suggests that “the damaged biology of a population has become the 

grounds for social membership and the basis for staking membership claims” (Petryna 



 22 

2002:5). It posits that the injured have become reliant upon the state, spawning a distinct 

culture and system of disability benefits. Recently, the similarities between biological 

citizenship and injured veterans have been noted. Specifically, Messinger coined the 

phrase “military citizenship” to describe how “service to the military… becomes the 

ground on which claims to the rights and benefits of citizenship are made” (Messinger 

2008:279). Other scholars too have extended the theory to account for other diseases and 

situations. For example, Rhodes and colleagues (2013) described a type of “patient 

citizenship” exhibited by hepatitis C patients. The concept not only emphasizes the 

relationships between patients and government providers of health care entitlements, but 

highlights the restricted patient-citizen role expected of these patients. A patient citizen 

must exhibit responsibility and self-control and actively work toward recovery (Rhodes, 

Harris and Martin 2013). 

Yet another concept distinct from but related to biological citizenship is what 

Epstein (2007: 17) labels “biopolitical paradigms,” or “frameworks of ideas, standards, 

formal procedures, and unarticulated understandings that specify how concerns about 

health, medicine, and the body are made the simultaneous focus of biomedicine and state 

policy.” (2007:17). Institutions and systems of government become biomedicalized, as is 

the case with medical research, an institution that becomes the site of political discourse 

and resolution (Epstein 2007).  It likewise appears that military-related institutions are 

becoming increasingly biomedicalized or sites wherein sociopolitical ramifications of 

war are discursively and instrumentally addressed through the lens of psychiatry in 

general, and military psychiatry in particular. Theories of biological citizenship, more 

specifically, may too contribute to the understanding of PTSD in the military arena. 
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Indeed, many of the key debates and discourses pertaining to PTSD relate to the disorder 

as a gateway to a range of benefits and, more specifically, an often-ongoing relationship 

between the state and its citizens exhibiting psychological damage. However, this is the 

first known study which explores these concepts in the context of psychological rather 

than biological damage. Although biological citizenship and related concepts have 

proven useful in certain situations, their application to a wider range of health conditions 

and socio-political contexts is in uncharted. 

Methods 

 To complete this study, I utilized situational analysis methodology (Clarke 2005), 

which involves qualitative fieldwork and grounded theory analytical tools (Strauss and 

Corbin 1998). Situational analysis extends grounded theory to address multiple layers of 

complexity, and provides tools to account for an analytic scope beyond narrowly or 

formally bounded groups or organizations. Specifically, this study’s analytical focus is 

the U.S. military arena and the social worlds operating within this arena. An arena is “a 

field of action and interaction among a potentially wide variety of collective entities” 

(Clarke 1991:128). Social worlds are interactive units of collective action, sharing regular 

communication or discourse (Clarke 2005, Clarke 1991). This methodological approach 

was particularly well-suited for studying a range of individuals and organizations—

notably, veterans’ advocacy organizations and government agencies—and the social 

processes and discourses that link them (Clarke 2005). Situational analysis also facilitates 

analytical consideration of nonhuman actors—for example, the technologies and 

discourses that underlie, define, and are necessitated by PTSD across the prevention-

treatment continuum. 
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This study emphasizes three specific areas of PTSD policy and collective action 

in the military arena: diagnosis, disability compensation, and access to treatment. As 

mentioned in the preceding section, these three areas provide theoretical linkages to 

earlier social science scholarship, are interrelated with one another, and are particularly 

salient among veterans’ advocates and in news media coverage. This saliency was 

determined early in the study via informal conversations and formal interviews with 

individuals in the military arena.  

Human subjects protection approval for this study was granted by the University 

of California, San Francisco’s Committee on Human Research on May 11, 2011 (#11-

06459). 

Data Collection  

I collected data from three sources: in-depth interviews, document analysis, and 

participant observation. First, this study involved recruiting and interviewing a purposive 

sample of 26 individuals involved in military mental health policymaking. Potential 

interviewees were identified via publicly available documents and snowball sampling. As 

the study progressed, theoretical sampling (Charmaz 2006, Glaser and Strauss 1967, 

Strauss and Corbin 1998) was used to ensure that selected interviewees contributed to a 

rich understanding of the emerging foci of the study, and that a diverse sample, and thus a 

wide range of perspectives, was represented. I prioritized individuals who were: (a) in 

high-level organizational positions, including executive directors and government 

divisional/departmental chiefs; (b) mentioned most frequently in the news media and 

policy documents reviewed as part of this study; and (c) referred by multiple interviewees 

through the snowball sampling process. These strategies enabled me to identify “key 
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players” involved in mental health policymaking in the military arena. 

The final sample included 16 current or former public officials representing 

governmental or non-governmental agencies, as well as Congressional staff members; 8 

individuals who advocate for veterans’ issues; and 2 non-governmental or university-

based researchers. All interviewees possessed a bachelor’s degree, and one-half the 

sample had earned a doctoral or professional degree. Fourteen interviewees had served in 

the U.S. military previously or were currently serving. The interviews were semi-

structured and ranged from 30 minutes to 3 hours in duration (see Appendices A and B 

for the interview guide and demographic data sheet used during interviews). With 

interviewee permission, the interviews were digitally audio-recorded and then transcribed 

and supplemented with field notes. I conducted interviews primarily in and around 

Washington, DC, where many of the participants worked at the time. A limited number 

of interviews were conducted in other geographic locations or by telephone. Interviews 

were digitally recorded with participants’ permission, then transcribed and supplemented 

with field notes.  

Second, this study involved collecting and analyzing media and government 

documents to construct a chronology of policies and social action (for example, veterans’ 

advocacy events and salient news stories) related to military mental health.
 
Media 

documents were identified by systematically searching databases and websites from 

October 1, 2001 (the start of the war in Afghanistan) through August 31, 2012, using the 

search term “post-traumatic stress disorder.” Articles not focused on military issues or 

with only a cursory mention of PTSD were eliminated. Remaining documents included: 

(1) 80 Washington Post and 50 New York Times news articles (two of the top five most 
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widely circulated U.S. newspapers), located through these newspapers’ websites; (2) 8 

TIME and 8 Newsweek magazine articles (the two most widely circulated U.S. news 

magazines), located through these magazines’ websites; and (3) 162 Army Times, Air 

Force Times, Navy Times, or Marine Corps Times news articles, located through the 

Proquest military newspaper database. Miscellaneous government documents, policies, 

and scientific journal articles related to PTSD in the military were located through ad-hoc 

searches of the Defense Technical Information Center website (for Department of 

Defense (DoD) policies), the VA website (for VA policies), the U.S. Government 

Printing Office website (for Congressional Testimony), and miscellaneous academic 

databases (for journal articles). These ad-hoc searches were conducted when relevant 

government documents, policies, and journal articles were discovered in media articles or 

during interviews. I also conducted ad-hoc searches of a wide range of veteran advocacy 

groups’ websites. 

Finally, I conducted participant observation at 4 conferences and events focused 

on mental health that were attended by military health system leaders and staff and/or 

veterans’ advocates. These activities enabled me to learn more about how military mental 

health professionals, policymakers, and veterans’ advocates frame and address in a public 

forum military mental health issues, particularly those related to diagnosis, disability 

compensation, and access to treatment. Data consisted of handwritten notes taken during 

the events, which were expanded into comprehensive field notes. These data were used to 

validate and expand upon data collected through interviewing and analyzing documents. I 

have opted not to list these conferences and events by name to avoid indirectly 

identifying specific individuals and organizations attending or sponsoring these events.  
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Data Analysis 

I analyzed the data in a manner that accomplishes the three aims of the study: (1) 

to construct a social-historical outline of the last ten years of PTSD-related policy and 

collective action in the military arena; (2) to elucidate the processes leading to the 

development of policies in three specific areas: diagnosis, disability compensation, and 

access to treatment; and (3) to analyze state-citizen relationships in the context of 

disability compensation for psychological “damage” during war. All data sources were 

coded and analyzed in accordance with the principles of situational analysis (Clarke 

2005) and grounded theory (Charmaz 2006, Glaser and Strauss 1967, Strauss and Corbin 

1998). 

I analyzed words, phrases, and sentences to generate codes through three separate 

efforts, which correspond to the above-mentioned aims. To achieve the first aim, I 

reviewed all data sources and coded for new or revised policies pertaining to PTSD. I 

also coded for events and activities other than policies; these included Congressional 

testimony, Congressional inquiries, actions on the part of veterans’ advocates (for 

example, protests or letters to Congress), salient media articles, and cultural events such 

as films and plays. I then compiled a detailed timeline and textual description of mental 

health-related policies and events of the past ten years. I emphasized any presumed 

relationships between activities, events, and policies. This task was intended to capture 

the breadth of policies and events rather than detailed information about policy 

formation. To achieve the second aim, I coded data for activities of veterans’ advocates, 

and perceptions of and responses to these advocacy activities. For example, codes 

described advocates’ reasons for mobilizing, types of advocacy activities, and advocacy 
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outcomes. To achieve the third aim, I coded data for actions and perceptions related to 

the compensatory relationship between the state and its psychologically “damaged” 

citizens, as well as for social action related to PTSD diagnosis. For example, codes 

pertained to perceptions that compensation is too high or low, perceptions that the 

number of individuals diagnosed with PTSD is too high or low, and attitudes toward 

those who are recipients of PTSD-related disability compensation. 

All coded data were uploaded into ATLAS.ti software, which enabled the further 

elaboration of individual codes. This software was advantageous when compared to 

manual qualitative data analysis because of its tools for managing large data sets from 

various sources, and its sophisticated mechanisms for labeling, linking, and tracking 

codes. ATLAS.ti is specifically designed to enable comparison of data tagged with 

different codes or combinations of codes, which helps to reveal relationships across and 

among codes and themes that are otherwise not easily detectable. I used this capacity to 

define the properties of various codes, and cluster related codes together into categories. I 

used constant comparative analysis to move back and forth among the data sets of 

interviews, documents, and participant observation field notes to continually refine codes 

and categories. “Core categories,” which incorporated multiple other categories, were 

identified. These core categories serve as the overarching themes identified in this 

research. Categories within these core categories serve as axes around which I provide 

rich textual description.  

 Throughout my analysis, situational maps (Clarke 2005) were used to guide 

further data collection efforts and analysis. These maps aided me in organizing, 

visualizing, and framing the multiple actors, actions, discourses and claims, 
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organizations, and structures/institutions involved in the military health policymaking 

process. For example, “social worlds/arenas maps” were used to conceptualize the 

relationships between different organizational and institutional actors such as military 

mental health policymakers and veterans’ advocates, and aided me in determining how 

their activities competed and overlapped. Another type of map, the “positional map,” was 

used to conceptualize competing, overlapping, and missing claims on the part of actors 

such as veterans’ advocates and public officials.  

Dissertation Outline 

Following are four chapters outlining this study’s findings, and one concluding 

chapter. In the next chapter, Chapter 2, I provide an overview of the military arena, 

particularly as it relates to mental health issues. This chapter centers on a social 

worlds/arenas map which illustrates the organizations that address the mental health 

needs of military servicemembers and veterans. I focus first on government and 

government-affiliated organizations, and then on veteran social movement organizations.  

In Chapter 3, I argue that the period between 2001 and 2012 can accurately be 

framed as three successive phases of response, during which PTSD was increasingly 

acknowledged and addressed. A lack of response was particularly evident during the 

early years of the wars in Afghanistan and Iraq, from 2001 through 2004. As PTSD-

related media, research, advocacy, and political action became common, attention to and 

planning for PTSD cases increased during 2005 and 2006. By 2007 attention to the 

disorder among returning servicemembers became commonplace, and a widespread 

reaction was underway. Throughout this entire period, dominant economic and military 

forces worked to downplay PTSD’s prevalence. The federal government and society 
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more generally only incrementally acknowledged and addressed PTSD, and typically did 

so in the wake of negative media attention and Congressional pressure.  

In Chapter 4, I highlight the mechanisms through which PTSD has been disputed 

and provide further explanation for the downplaying of PTSD described in Chapter 1. 

Disputes over PTSD manifest not in questions about whether PTSD exists, but in queries 

and statements about how many individuals are, or should be, diagnosed with PTSD; the 

struggle is over prevalence rates. I frame my analysis in this chapter using a positional 

map (Clarke 2005) which organizes and outlines a range of claims pertaining to PTSD’s 

prevalence in the U.S. military arena. I explore the perceived over- and under-diagnosis 

of PTSD, as well perceptions of uncertainty about the disorder’s prevalence. I argue that 

various cultural meanings associated with PTSD—particularly perceptions of its high 

economic cost and negative impact on military manpower—have compounded concerns 

about whether PTSD can be induced or falsified because of the prospect of “secondary 

gains” such as VA benefits. I further argue that this multipronged cluster of cultural 

meanings was a key reason for the downplaying of and incremental response to PTSD 

during the early years of the wars in Afghanistan and Iraq. 

In Chapter 5, I focus on the wide range of veterans’ advocate responses to and 

grievances about a lack of widespread prevention, diagnosis, and treatment of PTSD. I 

argue that there exists a widespread channeling of veterans’ advocacy efforts into health 

and mental health issues and postulate that this biomedicalization of advocacy funnels 

otherwise radical activity into collective action focused on VA benefits. Specifically, a 

substantial number of veterans’ advocates demand improved access to mental health 

treatment and disability compensation. In contrast, a small subset of veterans’ advocates 
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focus on preventing these mental illnesses via non-biomedical means—for example, by 

protesting the wars or the repeated deployment of servicemembers. Still, other advocates 

focus on quasi-biomedical phenomena such as changing the systems and cultures that 

inhibit access to benefits by targeting factors such as mental illness stigma or lack of 

public awareness of mental health services. In clear contrast, veterans’ advocates who 

target grievances outside of the biomedical realm encounter difficulty accessing 

mainstream political channels to engender policy change.  

In Chapter 6, I conclude by outlining the theoretical and policy implications of 

this dissertation.  Specifically, I discuss how this work touches upon the following 

theoretical areas: the social construction of health and illness, the sociology of diagnosis, 

biological citizenship, health social movements, and biomedicalization. I then discuss 

various implications for public officials, researchers, and veterans’ advocates. 
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CHAPTER 2. THE U.S. MILITARY MENTAL HEALTH ARENA 

Much of the social action related to PTSD occurs within the organizational 

structures that make up what I refer to as the “military mental health arena.” Mental 

health issues within this arena are viewed and responded to differently than among the 

population at large. The military involves authoritative, insular institutional forces that 

directly affect the behavior of servicemembers, and an intense mission-driven 

environment wherein the needs of servicemembers must continually be balanced with the 

needs of the military. The military mental health arena in general is vast and encompasses 

the many functions of the military as well as peripheral organizations, for example health 

care organizations, which maintain the strength of its fighting force. For purposes of this 

dissertation I focus largely on areas or aspects of this arena that pertain to mental health 

issues, and particularly PTSD.  

Below, I provide a macro-level overview of this arena, focusing on organizations 

that address the mental health needs of military servicemembers and veterans. I divide 

this discussion of the military mental health arena into two sections: (1) health care and 

benefits organizations and (2) veteran and military social movement organizations. 

Although these organizations and the individuals within them are not always distinct, I 

separate them to focus on the distinct structures of each. I emphasize the history of 

military and veterans’ social movement organizations to provide greater context for the 

dynamic social movement landscape of today.  

A Brief Overview of Health Care and Benefits Organizations 

Military mental health is situated within the framework of military health, which 

is quite different from the civilian health care sector. The military health care sector is 
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divided loosely into two federally-run organizations: one which cares for active duty 

servicemembers, retirees, and their families; and another which cares for veterans, or 

those who have separated from the military. There also exist a range of private or not-for-

profit organizations which care for and support servicemembers and veterans, myriad 

research organizations, and a dynamic and growing set of veterans’ social movement 

organizations. Figure 1 displays a social worlds map (Clarke 2005) which illustrates the 

influential actors in the military mental health arena involved in with mental health 

issues, and particularly PTSD. 

Figure 1: Social Worlds/Arenas Map of the U.S. Military Mental Health Arena 

 

 

 



 34 

The first key organizational structure, the Military Health System (MHS), is a 

DoD entity which provides care directly through its medical treatment facilities (MTFs) 

and in the community at large through contracts with providers via its managed care arm, 

TRICARE. The MHS, as far as policymaking is concerned, is administratively divided in 

a way that loosely corresponds with this internal/external division. Two primary offices 

are concerned with direct care. Namely, Health Affairs is focused on the overall health, 

well-being, and readiness of its fighting forces, and oversees numerous health policies 

and programs, notably those related to the MTFs. Similarly, Force Health Protection and 

Readiness, concerns itself with direct care issues, but those related to the health and 

readiness of currently deployed fighting forces. In contrast to these two offices, 

TRICARE Management Activity concerns itself largely with external contracting of 

health care services. Numerous other offices also occupy a role in military health policy 

and program oversight. For example, the Office of Wounded Warrior Care and Transition 

Policy, is focused largely on the transition of wounded servicemembers from the MHS 

(for example, the MTFs) to the VA health care system (for example, VA hospitals). 

Much of the care via the MHS is free or subsidized, particularly for servicemembers 

currently on active duty.  

The second key organizational structure is the VA, which is divided into three 

smaller organizational entities: the Veterans Health Administration, the Veterans Benefits 

Administration, and the National Cemetery Administration. The Veterans Health 

Administration is the VA’s health care delivery arm. Health care is provided largely “in 

house” at veterans’ hospitals and clinics but also externally for those who may not be 

located near such a facility. The Veterans Health Administration is itself divided into 
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regionalized structures called Veterans Integrated Service Networks which make 

decisions related to regional planning for veterans’ health (and mental health) services. 

Cost of care within this system is related directly to an individual veteran’s disability 

status or lack thereof. Some veterans have free or reduced-cost access to what is often 

referred to as the nation’s largest comprehensive, integrated health care system.  

The Veterans Benefits Administration is responsible for providing a range of 

benefits to veterans. For example, the Veterans Benefits Administration provides 

compensation for certain physical and mental disabilities, including PTSD. Section 38 

4.130 of the Code of Federal Regulations designates the formula for rating disability 

resulting from a mental disorder. The formula assigns scores of 0, 10, 30, 50, 70, or 100. 

A rating of 0 signifies that a mental disorder has been diagnosed but that symptoms do 

not interfere with social or occupational functioning. A rating of 100 signifies that an 

individual suffers from total social or occupational impairment (U.S. Government 

Printing Office 2010). Depending on the rating, an individual may be eligible for cash 

benefits and greater access to VA health services. In addition to the range of benefits 

offered by Veterans Benefits Administration, the VA’s third organizational arm, the 

National Cemetery Administration, provides burial and memorial benefits to veterans and 

their families. 

Separate from the DoD and VA, a number of community based organizations 

exist to create a web of care and support for military-associated individuals. They may 

target active duty servicemembers, veterans, or both. They exist at the federal, state, and 

local levels. These groups may act as liaisons between servicemembers and veterans and 

service providers, provide direct care, serve as sources of information and resources, or 



 36 

“integrate” various types of care or social support (Fisher and Elnitsky 2012). These 

organizations may stand alone or have partnerships, formal or informal, with government. 

These organizations are sometimes separate from, but may also overlap with, 

organizations involved in social movement activity and political advocacy.  

Research plays a pivotal role in nearly all aspects of military mental health policy, 

and numerous organizations specialize in military health and mental health research, as I 

describe in more detail in Chapter 3. Briefly, the VA maintains an Office of Research and 

Development involved in the discovery of health and mental health knowledge and the 

development of VA health researchers (U.S. Department of Veterans Affairs 2013d). The 

VA also maintains a National Center for PTSD which serves as a center of excellence for 

researching and educating about PTSD (U.S. Department of Veterans Affairs 2013c). 

Likewise, the DoD also maintains a center, the National Intrepid Center of Excellence, 

which focuses on research, education, and clinical care pertaining to mental health issues 

and traumatic brain injury (TBI) (National Intrepid Center of Excellence 2013). The DoD 

also runs the Defense Centers of Excellence for Psychological Health and Traumatic 

Brain Injury seeks to advance mental health and traumatic brain injury prevention and 

care, in part through the funding of research. The RAND Corporation too is active in 

military mental health research, having published studies on a range of military mental 

health topics (see, for example, Meredith et al. 2011, Ramchand 2011, Tanielian et al. 

2008, Weinick et al. 2011). Numerous other research firms and universities across the 

nation also conduct research related to PTSD. 
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A Brief History of Social Movement Organizations 

Social movements organized around war and its repercussions are an established 

phenomenon. Servicemembers and veterans have long had an interest in benefits issues, 

including those related to health and mental health, and have organized to achieve 

associated political goals. For example, during the World War I era, veterans fought 

fervently against a restricted set of veterans’ benefits and resources, and were successful 

in obtaining various forms of life and personal injury insurance and vocational 

rehabilitation training (Mettler 2005, U.S. Department of Veterans Affairs N.d.). In 1932, 

the struggle for veterans’ benefits escalated into a march on Washington of the “Bonus 

Expeditionary Forces.” Years earlier, amidst the Great Depression, Congress had passed 

legislation providing a bonus to World War I veterans based on the length and location of 

their service. Bonuses of more than $50 were issued as certificates payable 20 years from 

the date of issue. As veterans began demanding immediate payment of their bonuses, 

they descended on the nation’s capital. After months of protest, without immediate 

political gain, the Veterans Administration (which had subsumed the Veterans’ Bureau) 

paid for marchers’ transportation costs to them return home (U.S. Department of 

Veterans Affairs N.d.). 

In the 1940s, a new era of war was underway, as was a new era of veterans’ 

benefits. Public sentiment toward World War II veterans was high, and the American 

Legion became influential in the passage of the Servicemen’s Readjustment Act of 1944, 

known as the G.I. Bill (Mettler 2005). G.I. Bill benefits, unlike prior veterans’ benefits, 

were not specific to disabled veterans; they included educational benefits, federally 



 38 

guaranteed mortgage loans, and unemployment compensation (U.S. Department of 

Veterans Affairs N.d.). 

The Vietnam War was marked by a more kinetic social movement landscape than 

earlier wars. Situated in an era of social change and unrest, groups began to organize, 

formally and informally, against the politics of the war itself and in support for veterans’ 

benefits, including those related to mental health issues (Scott 2004). Perhaps most 

visible were individuals demanding removal of U.S. troops from Vietnam. For example, 

Vietnam Veterans Against the War, a group instrumental in opposing the war, formally 

organized in 1967 in conjunction with a New York City protest (Scott 2004). The group 

utilized “traditional” protest techniques as well as disruptive events such as Operation 

RAW (Rapid American Withdrawal) and the Winter Soldier Investigation which 

conveyed live testimony of the atrocities committed by U.S. soldiers (Scott 2004). 

Members of Vietnam Veterans Against the War were also influential in the formation of 

“rap groups,” non-conventional group therapy sessions through which veterans shared 

their experiences with other veterans (Scott 2004). While the groups utilized 

psychiatrists, they eschewed the profession’s framing of the traumatized subject in need 

of the practitioner’s privileged knowledge (Scott 2004). 

In 1979, amidst controversy over Agent Orange, an herbicide sprayed by U.S. 

forces in Vietnam, veterans’ organizing took new shape and new veterans’ service 

organizations (VSOs) began to form. VSOs are organizations with a membership of at 

least 1,000 veterans that the VA believes represent the interests of veterans (U.S. 

Department of Veterans Affairs 2013e). Some of these organizations are formally 

recognized by the VA for purposes of assisting with claims processing, and some were 
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chartered by Congress. Vietnam Veterans of America is one such organization, which 

was formed in the wake of the Vietnam War to focus solely on issues related to Vietnam 

veterans. Extant VSOs at the time, such as the Veterans of Foreign Wars and the 

Disabled American Veterans, had seen little participation from Vietnam veterans. Thus, 

Vietnam Veterans of America’s inception marked a new era of centralized formal 

organization and political advocacy specifically for veterans of a certain war era (Scott 

2004).  

The landscape of today’s veterans’ groups in many ways mirrors that of the 

Vietnam War era. The so-called “big six” VSOs, most of which were in existence during 

the Vietnam War, are still among the most active within mainstream political channels. 

These include the American Legion, American Veterans, Disabled American Veterans, 

Paralyzed Veterans of America, Veterans of Foreign Wars of the United States, and 

Vietnam Veterans of America (Green and Jolin 2009). New groups such Iraq and 

Afghanistan Veterans of America mimic Vietnam Veterans of America’s focus on a 

single war generation. Groups such as Iraq and Afghanistan Veterans Against the War 

have adopted an anti-war stance not unlike Vietnam Veterans Against the War.  

With each war era, the number of veterans’ organizations has continued to grow. 

In total, the VA now lists 144 VSOs (U.S. Department of Veterans Affairs 2013e). 

However, the VA’s list of VSOs does not represent the full range of veterans’ advocacy 

organizations. Notably, it does not include certain small or localized groups not operating 

within the political mainstream. Many of the vast array of veterans’ organizations 

advocate for improved mental health of veterans and their families. 
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Conclusion 

The military mental health arena is vast and encompasses the many functions of 

the military as well as peripheral organizations, for example health care organizations, 

which maintain the strength of its fighting force. This chapter has described in brief the 

U.S. military mental health arena, particularly as it pertains to mental health. This arena 

involves two highly institutionalized government bureaucracies, the DoD and VA, which 

are subdivided into smaller organizational entities that focus on mental health care and 

benefits issues. These bureaucracies work in conjunction with, and at times in opposition 

to, a dynamic and growing set of veterans’ social movement organizations. Although 

today’s veterans’ social movement landscape in many ways mirrors the social 

movements environment of the Vietnam War era, the number and diversity of the groups 

in existence continues to expand. A number of private or not-for-profit organizations also 

provide care and support, above and beyond political advocacy, for military 

servicemembers and veterans. The U.S. military mental health arena also involves a wide 

and growing range of research organizations which provide new knowledge about the 

prevention, diagnosis, and treatment of mental health issues such as PTSD. The following 

chapter provides insight into how the military mental health arena has changed since the 

start of the U.S.-led wars in Afghanistan and Iraq. 
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CHAPTER 3. A CHRONICLE OF PTSD POLICY IN THE U.S. MILITARY 

 In this chapter I provide a social-historical outline of post-traumatic stress 

disorder (PTSD)-related policy
1
 and social action among U.S. military servicemembers 

and veterans between September 2001 and August 2012. Specifically, I provide insight 

into how PTSD became a salient media topic, legislative matter, and point of contention 

for public officials, veterans’ advocates, and researchers during the U.S.-led wars in 

Afghanistan and Iraq. I emphasize social and historical developments relevant to the 

conceptualization of PTSD and the formation of policies related to the diagnosis of or 

disability compensation for the disorder.  

 I organize this chapter by framing the period between 2001 and 2012 as three 

successive phases of response, during which PTSD was increasingly but often reluctantly 

acknowledged and addressed. During the early years of the wars in Afghanistan and Iraq 

a lack of response was particularly evident. Dominant political forces at the time had a 

vested interest in downplaying the impact that PTSD would have on American 

servicemembers sent into combat. During 2005 and 2006, increasing numbers of 

servicemembers returned from war expressing symptoms of the disorder, which fostered 

PTSD-related media stories, research studies, advocacy efforts, and political action, albeit 

still limited. By 2007, as major media stories demanded Congressional and public 

attention, a widespread reaction began. Over time the government’s capacity to diagnose, 

treat, and compensate for PTSD burgeoned. Below I outline each of these three phases of 

response, emphasizing substantively and theoretically salient themes pertaining to each 

                                                 
1
 “Policy” in this context refers to federal agency policy such as VA or DoD policy, as well as federal laws 

and regulations. I focus solely on the military arena, and therefore do not consider in detail policies 

pertaining to non-military settings. 
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phase (and not necessarily in chronological order). A more comprehensive, chronological 

list of policies and social action pertaining to war-related PTSD can be found in 

Appendix C.  

I conclude this chapter by exploring three key themes that are interspersed 

throughout it: a lack of widespread planning and response on the part of public officials 

during the early years of the wars; the role of the media, research, Congress, and 

veterans’ advocacy efforts as powerful policy catalysts; and the eventual and substantial 

growth of the military mental health complex. 

Quietly Preparing for PTSD amidst Political Resistance (2001-2004) 

As soon as September 11 happened, and I mean that afternoon, it began to 

dawn on many of us… My first thought was, "Oh my gosh, we're going to 

war,”… and I was already thinking there are going to be potentially 

thousands of new people with PTSD. –Public official 

 

 The early years of the Afghanistan and Iraq wars generated little attention to 

mental health issues such as PTSD among military servicemembers and veterans. During 

this time, PTSD was conceptualized in the public consciousness as a problem of Vietnam 

veterans, a phenomenon presumed to result, at least in part, from society’s lack of support 

for these servicemembers and the wartime mission they struggled to accomplish (Scott 

1990, Scott 2004). In 2001, with a presidential administration and Congress eager to go 

to war, and with much of the general public following suit, it was of little use for 

politicians to dwell on or prepare extensively for seemingly bygone issues of wartime 

trauma. Moreover, some influential public officials questioned the legitimacy of PTSD 

cases, perceiving the disorder as a phenomenon often induced in or falsified by 

servicemember and veterans. These beliefs will be discussed in more detail in Chapter 4, 
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but in brief some public officials at the time perceived PTSD to be over-diagnosed in 

U.S. military populations, and to be costly and result in a negative drain on military 

manpower. Thus, numerous public officials at the time were committed to downplaying 

PTSD and its potential negative effects even as other federal government leaders were 

quietly warning of the flood of mental health concerns to come. Political rhetoric, popular 

media messages, and public discourses were largely devoid of discussion about PTSD.   

 In late 2003 and early 2004, the situation began to change, albeit slowly and with 

opposition. In September 2003 the New York Times published an article titled "Is Trauma 

Being Trivialized?" which was among the first major American newspapers to highlight 

the debate over the legitimacy of PTSD, thus signifying the disorder’s increasing salience 

and politically-charged nature (Lee 2003). Meanwhile, although the VA had long 

recognized, treated, and researched issues of PTSD, a new understanding of PTSD was 

coming to the fore, or so it was thought. Congress had mandated that the VA initiate a 

research study as a follow-up to the National Vietnam Veterans Readjustment Study 

(NVVRS). That original study, completed in 1988, estimated the lifetime prevalence of 

PTSD among Vietnam veterans to be 30.9 percent and the current prevalence at the time 

to be 15.2 percent (Kulka 1990). The VA subsequently contracted with an outside 

research firm to conduct the National Vietnam Veterans Longitudinal Study (NVVLS). 

The follow-up study was expected to shine new light on the long-term prevalence of 

PTSD among Vietnam veterans. 

However, in fall 2003, the VA Under Secretary for Health called attention to 

alleged complications with the contractor conducting the study (Department of Veterans 

Affairs. Office of Inspector General 2005). VA leadership replaced the government 
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contracting officer overseeing the study and ultimately ceased the study’s continuation. 

Although a subsequent VA Office of Inspector General investigation found “no evidence 

that the contractor’s performance was less than acceptable,” more than half a decade 

would pass before VA officials considered recommencing the study. Attempts to further 

the knowledge about the PTSD’s prevalence had been silenced. The impending flood of 

PTSD would eventually cost the VA tremendously in the form of treatment and disability 

compensation, but some officials opted not to address the issue. 

Meanwhile, the mental health of currently deployed servicemembers began to 

garner attention within military communities as the Army began to inquire about the 

mental health of its soldiers. In December 2003 the Army released findings from its first 

annual Mental Health Advisory Team study, which examined the mental health problems 

of soldiers in theatre. The study was chartered by the Army Surgeon General in response 

to three sets of events: an increase in suicides and stress-related issues among soldiers in 

Iraq, an increase in mental health patient flow in Landstuhl Regional Medical Center in 

Germany, and deployment-related mental health issues among Third Infantry Division 

soldiers at Fort Stewart (Mental Health Advisory Team 2003). The study’s findings 

highlighted higher than average suicide rates between January and October 2003, and this 

trend that would continue during the coming decade. 

In July 2004 the New England Journal of Medicine published a seminal study by 

Charles Hoge and colleagues (2004) at the Walter Reed Army Institute of Research, and 

shortly thereafter mental health problems among servicemembers began to gain 

increasing attention among researchers and public officials. The study highlighted the 

high rates of depression, anxiety, and PTSD in soldiers and marines returning from Iraq. 
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It also found that well below half of those reporting symptoms of a mental disorder 

would seek treatment (Hoge et al. 2004). Although mental health problems had been 

recognized within the DoD and VA for decades, this study substantiated these problems 

among Iraq veterans and challenged policymakers, many of whom had avoided calling 

attention to the impending flood of mental health problems. 

Soon thereafter, the VA’s funding levels and capacity for mental health treatment 

came to the fore. With reports of a substantial number of Iraq veterans returning with 

PTSD, the topic began to gain traction in the halls of Congress and in the popular media. 

Congress mandated that the Government Accountability Office (GAO) determine if the 

VA could meet an expected increase in demand for PTSD services. In accordance with 

Hoge and colleagues’ seminal study (2004), many experts at the time were expecting 

prevalence rates among returning veterans, particularly Iraq veterans, to lie between 6.2 

percent to 19.9 percent. The resulting GAO report, published in September 2004, found 

that the VA did not calculate the total number of veterans receiving PTSD-related 

services at its facilities, and that these totals would be necessary for calculating future 

demand (U.S. Government Accountability Office 2004). In October of that year, the 

Washington Post published an article echoing the concerns expressed in the GAO report 

(White 2004). The Navy Times and Marine Corps Times also published articles to that 

effect. With the recent VA mental health funding shortages and limited capacity for 

mental health treatment now in the public domain, incremental changes would soon be 

made to address these issues. 

In October 2004 the government’s early planning efforts began to actualize. 

President Bush signed the fiscal year 2005 National Defense Authorization Act (NDAA), 
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which required the DoD to conduct a study to determine the mental health services 

available to servicemembers and their families. It also required the DoD to report on the 

process by which mental health screenings are conducted and mental health care provided 

for servicemembers separating from the military. The VA meanwhile had bolstered its 

screening activities, and by this time was screening for PTSD in primary care settings. 

Also in late 2004, the VA Special Committee on PTSD, a Congressionally-mandated 

group that oversees all PTSD programs within VA, published a report outlining 37 

recommendations for improving PTSD-related services at the VA, many of which would 

not be adopted for some time. The Committee’s recommendations covered a wide range 

of issues, most of which related to VA clinical (mental health) care or systems, but also 

included issues such as PTSD screening, referral, and education. In November, the VA 

finalized and adopted a Mental Health Strategic Plan to integrate mental health care into 

the overall care of veterans and to shift the focus from the pathology of PTSD to recovery 

from the disorder. However, years later, significant problems were found with the 

strategic plan’s implementation (as discussed in the following section).  

In summary, despite some attention to mental health issues during the early years 

of the wars, both within the federal government and in public discourse, planning for 

mental health issues was kept to a minimum. Absent a widespread catalyst to action, such 

as substantial media attention or Congressional pressure, influential policymakers were 

able to downplay the impending flood of PTSD cases, and refrain from devoting 

considerable resources to federal government mental health initiatives. The reasons for 

public officials’ resistance to and recognition of PTSD were likely complex and 

multifaceted, but included at least one influential and under recognized motive 
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highlighted later in Chapter 4: certain influential public officials questioned the 

legitimacy of PTSD, perceiving the disorder as a phenomenon often induced in or 

falsified by servicemember and veterans. Thus, these public officials perceived there to 

be an over-diagnosis of PTSD among U.S. military populations, and viewed PTSD as 

costly and a negative drain on military manpower. PTSD was not seen as an inevitable 

consequence of war. Instead, the disorder’s prevalence was viewed as a mutable factor. 

Thus, certain public officials at the time sought to curtail the prevalence of and attention 

to PTSD to convince the general public and factions of Congress that the cost of the wars 

would be manageable, and to attract and retain potential military recruits for the 

protracted wars that lay ahead. The image of the mentally ill servicemembers could be 

damaging to either cause (Anderson 2003, Sieff 2003). Thus, it would require years of 

political struggle, widespread media attention, and sustained Congressional pressure to 

engender a full-scale response to PTSD. 

Demanding Greater Responses to PTSD (2005-2006) 

There did come the time when the political side of the House and the 

military leadership had no more choice but to acknowledge [PTSD] as an 

issue. Because in the beginning it was like this chess game… the pieces 

were being moved around and there was denial and downplaying and… 

[eventually] they had painted themselves into a corner. And there was no 

more denying the obvious. –Veteran advocate 

 

 Roughly three and a half years after the start of the war in Afghanistan and two 

years after the start of the war in Iraq, war-related mental health issues gained additional 

recognition, albeit still limited. Congressional testimony on the topic became increasingly 

common, and the VA and DoD began to act under pressure from Congress, the media, 

and veterans’ advocacy groups, despite frequent pushback from influential VA and DoD 
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leaders. The bureaucratic engines were turning, but slowly. The flood of servicemembers 

and veterans seeking treatment for PTSD continued to outpace the VA and DoD’s efforts 

to identify servicemembers and veterans with PTSD and to provide them with care and 

benefits. With the exception of the attention to mental health screenings during and just 

after deployment, which were functions of the DoD, most of the attention to mental 

health issues during this time centered on the VA and its capacity to respond to PTSD. 

Given the limited steps taken by the VA to address PTSD in the early years of the 

war, Congress and veterans’ advocates became more aggressive. Notably, Congress 

commissioned the GAO to conduct a number of studies of the VA. In February 2005, the 

GAO released a report which highlighted that the VA had not fully met 24 (of 37) VA 

Special Committee on PTSD recommendations issued the prior year; nor did the VA 

intend to implement them in the immediate future (U.S. Government Accountability 

Office 2005). Ten of these were long-standing recommendations that the Committee had 

proposed nearly two decades earlier, and these ranged from topics such as developing a 

standard set of PTSD assessment tools to increasing access to care for PTSD services. 

Alongside the GAO studies, veterans’ advocates and VA leaders frequently testified in 

front of Congress on a wide range of mental health issues, including the care available for 

individuals with PTSD (2005), and whether the VA was prepared to meet the health and 

mental health needs of returning veterans. Questions about VA’s capacity to identify and 

treat veterans who have or may develop PTSD were then more relevant than ever. 

In early 2005, during a budget review, the VA’s ability to fund its health and 

mental health care operations came into question, and Congress demanded answers. In 

April of that year, as Congress was debating a supplemental budget request for fiscal year 
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2005, VA secretary Nicholson assured the Military Construction and Veterans' Affairs 

Subcommittee Chairman Hutchison that the VA would not need these supplemental 

funds. Nicholson held to this position until an emergency Congressional hearing on June 

28, at which point he acknowledged a shortfall in VA health care funds relative to the 

projected budget, and attributed this difference to the VA’s actuarial models. The VA had 

estimated a 2.3 percent annual workload increase for fiscal year 2005, and this turned out 

to be less than half of the realized 5.2 percent increase as of April that year. Veterans’ 

advocates responded fiercely to demand more funding, and, days later, Congress passed a 

supplemental appropriations bill to cover the shortfall. For some time, VA funding and 

resources continued to be an issue of concern and relevance. In August 2005, the VA 

issued a directive which established greater oversight for changes to the VA’s mental 

health programs and attempts to better align VA mental health resources with the overall 

need for mental health services (Department of Veterans Affairs. Veterans Health 

Administration 2005). The VA appeared to be positioning itself to respond better to 

mental health issues.  

However, in November of that year, the VA’s fiscal situation perplexed public 

officials and veterans’ advocates. The GAO released a report which brought attention to 

the fact that of the $100 million allocated to mental health strategic plan initiatives for 

fiscal year 2005, a substantial portion was not used for these initiatives (U.S. Government 

Accountability Office 2006a). This was in part due to the fact that $35 million of these 

funds were allocated through VA’s general resource allocation system, without 

specifying the intended purpose of the funding. Additionally, the report noted fund 

allocation and utilization discrepancies for fiscal year 2006. First, the funds allocated 
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were substantially lower than the mental health strategic plan had specified ($158 million 

rather than $200 million). Second, only a portion ($112 million) of the amount allocated 

had been spent. Third, the VA did not track how these funds had been spent and thus 

whether they were spent on plan initiatives. In sum, VA officials claimed that health and 

mental health care funding at the time was sufficient, but this funding was shortly 

thereafter determined inadequate. Even when additional funding was provided through 

the mental health strategic plan, this money was not appropriately allocated.  

No simple explanation for the VA’s actions was readily available; however, 

several public officials interviewed for this study questioned whether this misallocation 

or lack of allocation was, at least in some corners of the VA, a product of forces much 

broader than bureaucratic errors or inefficiencies. For example, one public official stated 

that various directors within the VA’s health system didn't “believe in” PTSD or simply 

didn't want to spend money on mental health initiatives. Indeed, it appears that some 

public officials were committed to curtailing attention to PTSD or support for PTSD-

related initiatives. As mentioned previously (and discussed in detail in Chapter 4), certain 

influential public officials espoused deeply held beliefs that PTSD symptoms are often 

induced in or falsified by servicemembers or veterans, and are therefore often 

illegitimate. Meanwhile, Congress and veterans’ advocates were enraged at a 

noncompliant VA which reported budget shortfalls yet failed to spend money allocated to 

mental health initiatives.  

In December 2005, the politically charged debates over VA funding and capacity 

gained further public attention, and PTSD was central to the discussion. The Washington 

Post and the Military Times newspapers reported on the current and expected rise in 
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PTSD cases and discussed whether the government may be trying to limit the expenses 

associated with this rise. Many public officials and scientific experts at the time relied 

loosely on Hoge and co-authors’ (2004) prevalence estimates (ranging from 6.2 percent 

to 19.9 percent among Afghanistan and Iraq veterans in U.S. combat infantry units) to 

shape their expectations. But given the range of these estimates and the fact that the 

estimates were not generalizable to the entire deployed military population, public 

officials found it difficult to conclude the true rates with any certainty. Regardless, PTSD 

was emerging as a problem among returning warfighters, and it would take time and 

further attention before government responses were widespread. In October 2006, 

President Bush signed the fiscal year 2007 NDAA. The Act was the first since the start of 

the wars to contain a wide range of mandates related to mental health issues, notably 

PTSD. Mandates included (1) the reporting of waiting times for referrals and 

consultations with mental health specialists; (2) modifications to the DoD’s post-

deployment health assessments and reassessments to record current treatments and use of 

psychotropic medications by the member for a mental health condition or disorder; (3) 

the development of clinical practice guidelines for determining whether to refer 

servicemembers for additional mental health evaluation; (4) the specification of minimum 

mental health standards for deployment; and (5) the development of PTSD pilot projects 

relating to outreach, diagnosis, and treatment. Congress was now forcing the federal 

government to no longer deny or downplay the impact of PTSD on returning military 

servicemembers. 

During this same period, PTSD screening instruments and procedures received 

considerable attention. Screening serves as a central object of contestation of PTSD 
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prevalence, as will be discussed in more detail in Chapter 4. Veterans’ advocates at the 

time, and in subsequent years, pressed for more robust screening procedures. The fiscal 

year 2005 NDAA had required the DoD to report on the process by which mental health 

screenings are conducted (and mental health care subsequently provided) for 

servicemembers separating from the military. Thereafter, the DoD bolstered its post-

deployment screening process by mandating that servicemembers undergo a Post-

Deployment Health Re-Assessment (PDHRA) after returning from a deployment, which 

would occur in addition to (and months after) the existing Post-Deployment Assessment, 

or PDHA (U.S. Department of Defense. Assistant Secretary of Defense 2005). When a 

servicemember screens positive for PTSD on the PDHA or PDHRA, he or she is barred 

from deployment and referred for evaluation and, in some instances, treatment. 

In addition to mental health screening, processes for referring servicemembers 

and veterans to treatment also came to the fore. President Bush signed the fiscal year 

2006 NDAA which required the DoD, in conjunction with the VA, to provide 

information on and referral for services for individuals screening positive for certain 

health and mental health conditions, including PTSD. In May, the GAO released a report 

which highlighted that only some servicemembers screening positive for PTSD are 

referred to treatment (U.S. Government Accountability Office 2006b). Although the 

report recommended that the DoD track the reasons for referral or non-referral, the DoD 

subsequently chose not implement these recommendations. The following month, the 

Institute of Medicine (IOM) released a report titled “Posttraumatic Stress Disorder: 

Diagnosis and Assessment” which presented findings from a review of PTSD diagnostic 

and assessment practices. The report, like the just-released GAO study, pushed for 
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standardization of the DoD’s practices, but focused on diagnostic practices—for 

example, the importance of evaluating patients in a confidential setting with a face-to-

face interview by a qualified health professional. 

 During the 2005-2006 period, characterized by a growing demand for PTSD-

related care and benefits, issues of medicating servicemembers also received substantial 

attention. In March 2006, the San Diego Union-Tribune published an article highlighting 

that some servicemembers prescribed drugs for war-related mental health conditions were 

being deployed back into combat. Subsequently, Senator Barbara Boxer pressured the 

Pentagon for an explanation, as the topic was pushed further into public spotlight. In the 

wake of this attention, the fiscal year 2007 NDAA mandated modifications to the DoD’s 

post-deployment health assessments and reassessments to record servicemembers’ mental 

health treatments and use of psychotropic medication. Not only was the issue of 

medicating troops garnering attention, but research had begun to illuminate the high 

psychological toll of servicemembers deploying repeatedly. At the end of 2006, the Army 

released its third Mental Health Advisory Team survey, which found that soldiers on 

repeat deployments reported higher rates of acute combat stress than soldiers deploying 

for the first time (Mental Health Advisory Team 2006). The DoD and the VA were 

beginning to feel the pressure of persistent veterans’ advocates, an increasingly critical 

Congress, and a media whose interests in PTSD had been piqued.  

In summary, around 2005 mental health began to take the stage in the military 

arena, as servicemembers returned from war with mental illnesses such as PTSD, and as 

Congress began to scrutinize the federal government’s actions. Chief policy concerns at 

the time included the VA’s ability to fund its mental health activities, appropriately 
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allocate resources, and accommodate the increasing number of veterans accessing 

services. Diagnosis, treatment, and referral issues also became increasingly salient across 

the DoD and VA. Repeat deployments began to bubble up as a potential contributor to 

mental health issues, and policymakers learned that some mentally ill servicemembers 

were being sent back into combat on psychotropic medications. Veterans’ advocates and 

Congress recognized that forces much broader than bureaucratic errors or inefficiencies 

were at play. However, the downplaying of PTSD was difficult to grapple with, and it 

was even more difficult to determine who was driving these bureaucratic actions. Indeed, 

a faction of public officials was fervent about the idea that many PTSD cases among 

returning servicemembers had been induced in or falsified by these war-fighters (as 

discussed in more detail in Chapter 4).     

Struggling to Transform Military Mental Health (2007-2012) 

[Change] came in 2007 with… the failures that were uncovered and 

documented at Walter Reed Army Medical Center… And that was a 

pivotal moment. –Veterans’ Advocate 

 

In 2007, the insular bubble of military mental health policymaking ruptured. 

Tireless advocacy efforts, pioneering research, a string of in-depth media reports, a 

landmark lawsuit against the VA, and an awakened and informed Congress transported 

PTSD policy debates into the public consciousness. The next several years would 

represent a time of rapid mental health policy change, and would shift perceptions of 

PTSD and further scientific debates about the disorder. Federal agencies, notably the VA, 

became more responsive to Congress and the requests of independent agencies such as 

the GAO. Research on the topic burgeoned in the military arena, and military-related 

institutions (that is, the DoD and VA) become increasingly active players in the mental 
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health community more generally. A window of opportunity for veterans’ advocates and 

concerned policymakers had dawned. 

In February 2007, the Washington Post published a landmark article, “Soldiers 

Face Neglect, Frustration At Army's Top Medical Facility,” exposing bleak conditions at 

the Walter Reed Army Medical Center (Priest and Hull 2007). Although not focused on 

mental health per se, the article highlighted poor living conditions of soldiers in recovery 

at the facility, and many of these individuals were experiencing a range of health as well 

as mental health problems. The story triggered widespread negative media attention. In 

response to the emergent issues, House and Senate Committees convened a series of 

hearings on the issue, and President Bush established the President's Commission on Care 

for America's Returning Wounded Warriors (also known as the Dole-Shalala 

Commission) to investigate the issues. The Commission was tasked with examining and 

evaluating the transition processes of returning servicemembers, particularly the care, 

services, and benefits provided. PTSD was among the committee’s many key concerns. 

In July of that year, the Committee released its recommendations including the 

aggressive treatment of PTSD and restructuring of the disability compensation system to 

include payments during transition to civilian life and "quality-of-life" payments to 

compensate for non-work related disabilities. In the year succeeding the Washington Post 

story, the number of PTSD-related articles in major newspapers and magazines roughly 

tripled,
2
 and this pace continued for years to come. 

The DoD was now under fire from the media and Congress, but the VA too 

became a target, albeit one with no direct link to the Walter Reed scandal. The 

                                                 
2
 This figure includes the news media analyzed during the course of this study: the Washington Post, 

the New York Times, Newsweek, Time, and the Military Times newspapers. 
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widespread pressure to provide appropriate care to America’s servicemembers and 

veterans transcended VA-DoD bureaucratic boundaries. Not long after the Walter Reed 

scandal, the Washington Post published an article highlighting substantial delays for 

veterans waiting for their disability benefits claims to be processed. Veterans’ disability 

claims issues garnered national attention.  

Popular film and television media also hoisted PTSD into the public’s eye. In 

2009, MTV broadcasted "Return to Duty," a documentary about a 24-year old 

servicemember’s tour of duty in Iraq. Several subsequent films and television programs 

explored the topic of wartime trauma: the film “Brothers” focused on a traumatized 

servicemember admitted to a mental institution; the documentary “Restrepo” chronicled 

the journey of servicemembers deploying into Afghanistan’s Korengal Valley, 

highlighting the psychological stresses of war; and the HBO special “Wartorn” drew on 

the experiences of individual servicemembers to chronicle the effects of PTSD. However, 

as veterans’ advocates often reiterated, despite mainstream attention, few Americans truly 

concerned themselves with issues of returning servicemembers.  

Moreover, some Americans’ perceptions of servicemembers and veterans with 

mental illness were likely shaped by media portrayal of violent servicemembers 

(Anderson 2003, Sieff 2003). Several major news stories dealt with violent outbursts 

presumed to be linked to mental illness. Most notably, in November 2009, Army 

psychiatrist Nidal Hasan killed thirteen people, wounded dozens, and killed himself at 

Fort Hood, Texas. Questions about whether Hasan had had endured “secondary trauma” 

soon followed (McGirk 2009). Hasan later confessed to the shootings, and a military jury 

sentenced him to death. In March 2012, Army staff sergeant Robert Bales allegedly killed 
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sixteen Afghan civilians. His defense would eventually rest in part upon an assertion that 

the Army returned him to combat with PTSD. A military jury eventually sentenced Bales 

to life in prison without parole. With these and other less widely publicized cases, the 

media had reintroduced the long standing stereotype of the violent mentally ill veteran. 

The mental illness at fault was PTSD, despite only limited scientific evidence proving 

violent behavior among veterans with PTSD (Teten Al 2010a, Teten Al 2010b, Widome 

R 2011) and no evidence linking PTSD to mass homicides such as those committed in the 

Hasan and Bales cases. Although media informed the general public and catalyzed 

change, it did so at the risk of labeling and stigmatizing veterans with PTSD.  

With PTSD and mental illness among returning servicemembers now in the 

national spotlight, a number of salient issues began to emerge in the media, among 

veterans’ advocates, and on legislative agendas. Below, I highlight some of the most 

salient themes of the period from 2007 through 2012, with an emphasis on issues 

pertaining to diagnosis, disability compensation, and access to treatment. First, I cover 

issues pertaining to the military’s alleged misdiagnosis of thousands of servicemembers, 

an act which would enable the federal government to avoid expensive disability 

compensation benefits often associated with PTSD. Second, I discuss issues related to 

rising rates of military suicides, a phenomenon which served as a powerful policy 

catalyst. Third, I highlight issues related to psychotropic medication use during 

deployment. This topic prompts questions about servicemembers’ trajectories once 

diagnosed with PTSD, and in particular, whether a diagnosis equates to job-related 

impairment or disability. Fourth, I highlight how the military has turned to the concept of 

psychological resilience as a means for responding to the increasing incidence of mental 
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illness and military suicide. Fifth, I emphasize the extent to which mental health issues 

among returning servicemembers strained government mental health care and benefits 

systems, particularly within the VA. Sixth, I draw attention to the growing military 

mental health research complex, and the interrelationship of research and policy as well 

as the growing primacy of the military in mental health research. Finally, I discuss issues 

related to the naming and framing of PTSD, amidst the backdrop of the revision and 

release of a new edition of the DSM, the DSM-5. 

Personality Disorder and the Diagnostic Debate 

In 2007, a major mental health issue demanded national attention alongside 

PTSD. Tens of thousands of servicemembers had been discharged with an alleged 

personality disorder, often in place of PTSD (Ader et al. 2012). A personality disorder 

diagnosis facilitated quick and easy medical retirement, whereas PTSD would not 

immediately disqualify a servicemember from remaining in duty. Moreover, personality 

disorder was a condition presumed to exist within a given servicemember prior to 

deployment. Thus, use of the diagnosis absolved the federal government of providing 

certain benefits, notably VA disability compensation if the retiring servicemember were 

to experience disability related to mental illness. The large number of personality 

disorder diagnoses helped to obscure attention to PTSD in an environment already 

inclined to downplay the disorder. 

Veterans’ advocates and journalists worked diligently to determine the full extent 

of the personality diagnosis problem, and in April 2007 The Nation magazine published 

an article highlighting the 22,500 servicemembers who had been diagnosed with the 

disorder and suggesting that many should have instead been diagnosed with PTSD (Kors 
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2007). Within weeks, Congress demanded answers: six senators prompted an 

investigation into allegations that the Army diagnosed a number of Fort Carson soldiers 

with personality disorder. However, this issue transcended VA-DoD bureaucratic 

boundaries. Not only would the type of diagnosis determine the procedures the military 

uses to discharge servicemembers, but it could affect whether the individual is later 

eligible for certain benefits (for example, disability compensation) from the VA. In July 

2007, VA and DoD mental health experts testified alongside veterans’ advocates before 

the House Veterans Affairs Committee. 

Despite some inquiry into personality disorder discharges, the issue persisted. 

More than a year later, VA psychologist Norma Perez emailed staff members at the VA 

Medical Center in Temple, Texas encouraging them to diagnose veterans with disorders 

other than PTSD. The email, obtained and disclosed by non-profit groups VoteVets.org 

and Citizens for Responsibility and Ethics in Washington, sent shockwaves throughout 

veteran advocacy communities and served as evidence in Veterans for Common Sense et 

al. v. Nicholson et al., a lawsuit filed by veterans’ advocacy groups against the VA 

(described in more detail later in this chapter). 

After several major media stories and extensive debate, the fiscal year 2008 

NDAA required the DoD to report on the number of servicemembers administratively 

separated from the military with a personality disorder diagnosis, and the policies and 

procedures for determining these separations. Congress also required the DoD to audit a 

sample of the discharged cases to determine whether past procedures were in accordance 

with DoD policy. Shortly thereafter, the GAO reported on findings from their study of 

four military installations with the highest number of personality disorder separations 
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(U.S. Government Accountability Office 2008b). The study found that the extent to 

which the DoD complied with procedures for documenting these separations varied 

across installations. The DoD subsequently implemented both of the report’s 

recommendations, which focused on standardizing policies across the branches of service 

and ensuring compliance with these policies. In August 2008, the DoD issued a policy 

requiring the surgeon general of each branch of service to review the records of combat 

servicemembers diagnosed with the disorder (U.S. Department of Defense 2011). This 

added a level of assurance and oversight to any future personality disorder diagnoses.  

Despite this policy action to address the problem of substituting personality 

disorder for PTSD diagnoses, the issue reemerged as a salient topic years later. In 

September 2010, DoD, VA, and GAO officials testified before the House Committee on 

Veterans’ Affairs to discuss issues related to personality disorder discharges and military 

benefits. This hearing touched upon issues discussed in the July 2007 hearing on the 

same topic, and scrutinized the steps that the DoD had taken to deal with the problem. 

Personality disorders did taper off substantially after 2008; however, adjustment disorder 

diagnoses began to spike (Ader et al. 2012). Adjustment disorder is more generally 

defined than PTSD and may result from a stressor of any severity and not simply a 

traumatic stressor. The diagnosis, like personality disorder, does not lead to eligibility for 

certain benefits such as disability compensation. Thus, as veterans’ advocates feared, the 

federal government’s actions to address the personality disorder problem appeared to 

represent a mere shift in the way it cost-effectively removed people with mental illnesses 

from military service.  
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In 2012, the personality disorder issue was cast back into the media spotlight 

amidst allegations that a forensic psychiatry unit at Madigan Army Medical Center had 

reversed PTSD diagnoses for soldiers receiving medical evaluations related to discharge.  

That same year, Vietnam Veterans of America published a study conducted by affiliates 

of the Veterans Legal Services Clinic at Yale Law School. The report highlighted that 

tens of thousands of military personality disorder discharges were conducted illegally as a 

result of non-compliance with DoD policy (Ader et al. 2012). In May 2012, the Army 

secretary at the time, John McHugh, and Army chief of staff General Raymond Odierno 

ordered a service-wide review of Army psychiatric diagnostic practices which, as of the 

writing of this dissertation, has not produced any wholesale changes to military 

procedures.  

In addition to raising questions about diagnostic procedures, the personality 

disorder issues that blanketed the news media implicitly raised questions about the 

military’s pre-accession screening process, which occurs as an individual joins the 

military. In theory, these pre-accession screenings should have precluded individuals with 

personality disorder from prospective military service because of their mental illness. The 

fact that individuals were (presumably) joining the military with personality disorder 

suggested either that pre-accession screenings were not detecting the existing mental 

illnesses, or that the military was making exceptions in certain cases. The military does in 

some instances use waivers for some mental health conditions, although the extent to 

which this could have affected the prevalence of personality disorder in the military is 

unclear. Many veterans’ advocates hypothesized, and evidence such as the email from 
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Norma Perez suggests, that facets of the federal government sought to deprive 

servicemembers of benefits at least in part for economic reasons. 

Suicide in the Spotlight      

 Around the time the personality disorder issues were made public, servicemember 

suicide joined in the spotlight. Military suicide rates were up (Ramchand 2011), and 

public officials were eager to address the problem and curtail the impending bad press. 

Thus, the issues of suicide acted as a significant catalyst, drawing increased attention to 

mental health issues such as PTSD. There existed a general presumption that suicide and 

PTSD were linked, and indeed some research provides evidence for this association 

(Gradus et al. 2010, Kessler R. C. 1999, Sareen et al. 2005, Wilcox H. C. 2009). 

In May 2007, the VA Office of Inspector General released a report which 

scrutinized the VA’s implementation of its Mental Health Strategic Plan initiatives for 

suicide prevention (U.S. Department of Veterans Affairs. Office of Inspector General 

2007). The GAO made several recommendations, including increased availability of VA 

crisis services and increased mental health information exchange between the VA and 

DoD. In November of that year, President Bush signed the Joshua Omvig Veterans 

Suicide Prevention Act which required the VA to implement a comprehensive suicide 

prevention program, taking into consideration the special needs of veterans suffering 

from PTSD.  

Like the personality disorder issue, suicide was both a VA and DoD problem. 

Either agency would face scrutiny for not taking steps to prevent suicide among its target 

populations. So, in 2008, the DoD began to follow suit in suicide prevention, through a 

number of efforts. To address the issue within DoD, the National Defense Authorization 
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Act of fiscal year 2009 included a mandate to establish a DoD suicide prevention task 

force. The report outlines a number of recommendations, one of which was to promote 

help-seeking behaviors among military servicemembers with mental illnesses, including 

PTSD (U.S. Department of Defense 2010b). Similarly, the report recommended a 

strategy for educating servicemembers who hold security clearances about a 2008 policy 

change to the government security clearance application. The change no longer requires 

servicemembers report certain types of mental health treatment such as that which is 

received for combat-caused disorders. Many servicemembers fear that disclosing such 

information could harm their careers (Schell and Marshall 2008), and some researchers 

and clinicians expected that widespread knowledge of this policy change will help to 

alleviate servicemember concerns. Further, some key actors in the military arena thought 

that if servicemembers were able and willing to seek treatment for mental health 

problems they may not turn to suicide as an option. In addition to these immediate policy 

changes, the military, and specifically the Army, sought to determine the full extent of 

the suicide problem through a five-year study, Army STARRS. 

Drugged and Deployed 

The widespread use of psychotropic medication for the treatment of 

servicemembers with mental illnesses received attention in 2006, when the San Diego 

Union-Tribune published an article on the topic. The core of the issue lay in the fact that 

some servicemembers on repeat deployments were suffering from war-induced trauma 

reactions such as PTSD, and yet they were being sent back into situations that could 

expose them to further trauma. This was a particular concern given the high number of 

repeat deployments during the wars in Afghanistan and Iraq: according to 2010 data, 47 
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percent of servicemembers had deployed more than once, and 16 percent had deployed 

three or more times (Institute of Medicine 2013). Moreover, the Army’s third annual 

Mental Health Advisory Team Report in 2006 had reiterated the psychological stress 

associated with multiple deployments (as noted earlier in this chapter). The link between 

multiple deployments and PTSD in particular was later articulated by other research 

(Armed Forces Health Surveillance Center 2011, Phillips et al. 2010).  

Issues of prescription drugs presented a problem for the DoD, which was under 

pressure because of a limited supply of current and potential servicemembers, on the one 

hand, and the potential liability of deploying mentally ill servicemembers on the other. 

Medication was a common therapy for PTSD among military servicemembers (Steckler 

and Risbrough 2012), perhaps at least in part because of the low cost compared to more 

expensive treatments such as psychotherapy, but also because of its convenience in 

theatre. 

In November 2006, the DoD issued a policy memorandum to provide guidance on 

the issue of medicating active duty servicemembers. The policy allowed individuals to 

deploy under certain circumstances—for example, if asymptomatic and on medication. 

However, the issue was far from resolved and continued to gain media traction in 2008: a 

February TIME magazine article focused on an accidental narcotic-induced death, a 

March Army Times article exposed prescription drug abuse among servicemembers, and a 

June TIME magazine article highlighted the use of antidepressants and other prescription 

drugs in theatre.  

In February 2010, the DoD revisited and reissued its deployment-limiting 

psychiatric policy (U.S. Department of Defense 2010a). The policy outlined the 
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procedures and responsibilities for ensuring that servicemembers are medically able to 

accomplish their duties when deployed. More specifically, it stated that servicemembers 

with mental health conditions, including PTSD, cannot deploy unless they have been 

treated and stabilized for three months or longer. The three-month period had been 

determined after much deliberation among the military service branches. The Army, the 

largest of the fighting force with the most substantial need for manpower initially 

advocated for a one-month stabilization period. Meanwhile, other service branches 

advocated for a six-month stabilization window. The compromise was three months. 

Policies such as the deployment-limiting psychiatric policy exemplify the tension 

between meeting the needs of the military and the needs of the people serving in the 

military. There exists an ongoing debate about whether military servicemembers with 

mental illnesses such as PTSD indeed want to deploy. Military officials often suggest that 

policies restricting the deployment of servicemembers are not in the servicemember’s 

best interest, since precluding deployment may lead to a loss of confidence or identity, or 

a loss of face among their peers (Ritchie 2011). In contrast, many advocates reject this 

position, and have mounted campaigns to prevent the repeated deployment of mentally ill 

servicemembers. 

The Resilience Resolution 

One response of the DoD to the host of military mental health issues, especially 

suicide, which had been splayed before the public and Congress, was to shape its 

servicemembers into a more psychologically “resilient” fighting force, with “resilient” 

families and communities supporting them (Meredith et al. 2011). Resilience has a 

variety of often-overlapping meanings, but is commonly defined as “the capacity to adapt 
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successfully in the presence of risk and adversity” (Jensen and Fraser 2005, Meredith et 

al. 2011). Currently, promoting resilience, or operationalizing it as a positive 

psychological concept, generally involves strengthening people’s capacity to adapt to 

stressful situations rather than focusing on the stressors themselves as mutable factors 

(Meredith et al. 2011, Seligman and Csikszentmihalyi 2000). Resilience, in theory, has 

implications for the prevention of mental illness and thus the number of servicemembers 

and veterans who may be diagnosed with mental illnesses such as PTSD. 

Resilience as a concept existed in the psychological literature for decades, 

however, it surged in popularity during the early 2000s as the positive psychology 

movement rose in prominence in the field of psychology, and as researchers began to 

explore the biological underpinnings of resilient individuals (Bazelon 2006). The military 

was particularly interested in the concept, as it actualized its hopes of preventing mental 

illnesses and a range of other (non-clinical) social ills that may negatively impact mission 

readiness. Emphasizing resilience could also ease the difficult, expensive process of 

identifying, treating, and replacing servicemembers with mental illnesses. Programs such 

the Army Center for Enhanced Performance and the Army’s Battlemind training (now 

subsumed under the Army’s Comprehensive Soldier and Family Fitness program) 

emerged early among the military’s resilience programs, and dozens arose elsewhere in 

the DoD (Meredith et al. 2011). Resilience training is now embedded in a range of 

servicemember activities, including basic training.  

Whether an increased emphasis on resilience has the potential to decrease mental 

illness within military communities is largely an unanswered question (Meredith et al. 

2011). As the science of resilience continues to unfold, many hold great faith in the 
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prevention promises intertwined with the concept. Resilience introduced a glimmer of 

optimism into an often bleak situation: mental illness is no longer perceived as an 

inevitable consequence of war; rather, it has been repackaged as a phenomenon that can 

be prevented and controlled. Despite the popularity of the concept, some veterans’ 

advocates and public officials fear that resilience will not result in any substantial 

outcomes, and will do so at a high financial cost. Further, for some, resilience in a 

military context is a potentially problematic concept, both ethically and socially: it is 

unclear what are the ultimate implications are of training people to emerge health and 

happy to a non-normative situation such as combat.  

Strained and Expanding Mental Health Care and Benefits Systems 

As the wars continued, the demand for mental health care and benefits increased. 

Government systems became strained, as many veterans struggled through long wait 

times for mental health care at the VA, and burdensome processes for receiving PTSD-

related disability compensation. The average wait time in fiscal year 2007 for receipt any 

type of VA disability benefit was 132 days from the time of application (U.S. 

Government Accountability Office 2008a). Veterans and public officials also recognized 

delays for mental health care appointments despite a lack of reliable data on the topic 

(Stiglitz and Bilmes 2008). In response to these problems, Congress mandated action, 

utilizing the NDAA as a particularly powerful leverage tool. The NDAA authorizes 

appropriations for the DoD, and sets guidelines for how these appropriations will be 

spent. The NDAA for fiscal year 2007 produced some momentum for policy change, and 

the NDAAs for subsequent years continued this motion. 
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In 2007, a landmark policy made it easier for veterans with PTSD to receive 

disability compensation. The change—a modification to federal regulation 38 CFR 

3.304—no longer required servicemembers to provide written documentation of exposure 

to a traumatic event in order to receive PTSD-related disability benefits. Prior to the 

change, veterans were faced with the often-burdensome process of gathering this written 

documentation from military records, which were not always well-kept. The policy was 

welcomed by veterans’ advocates and some public officials, although some were wary 

because of the anticipated spike in claims (and thus additional VA workload) that the 

policy would create. Moreover, some researchers and clinicians were concerned that the 

policy may subtly signify to the general public that exposure to traumatic stress is not a 

critical criterion for PTSD. The traumatic stressor, or “A1 criterion,” these individuals 

emphasized, is a crucial and defining feature of the disorder. Although this policy did 

nothing to change that, the concern was that it may send inaccurate messages about the 

nature of PTSD.  

The fiscal year 2008 NDAA extended the eligibility period for combat veterans 

receiving medical care from the VA for health and mental health conditions, including 

PTSD. This was considered a seminal change by many public officials, researchers, and 

veterans’ advocates, as it enabled all recently-returned combat veterans to have access to 

free or low-cost VA medical care for 5 years, as opposed to the standard 2 years allotted 

prior to the change. After the eligibility period, certain veterans, for example those 

without combat-caused illnesses or injuries, are no longer eligible for the same level of 

care offered during the eligibility period. Public officials and researchers anticipated that 
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the change would increase VA utilization, and indeed data point toward such a trend 

(U.S. Department of Veterans Affairs 2012). 

Despite the government’s early efforts to address health care and disability benefit 

access issues, many veterans’ advocates were appalled with the difficulties veterans 

faced. In 2007, two veterans’ advocacy groups, Veterans for Common Sense and 

Veterans United for Truth, filed suit (Veterans for Common Sense et al. v. Nicholson et 

al.) in a Northern California district court alleging that the government had failed to meet 

the needs of returning veterans. PTSD was a major focal point. The district court judge 

rejected the case stating that the court did not have jurisdiction over the matter. A panel 

of the Ninth Circuit Court of Appeals overturned that decision by ruling that the delay in 

providing medical treatment had deprived veterans of their Constitutional rights. 

However, the ruling was reversed upon a request for a new hearing before a larger panel. 

The plaintiff organizations then filed a petition to have the case heard before the United 

States Supreme Court, which was eventually denied. 

Despite much attention to the strain and expansion within the VA, the DoD’s 

military health system too was undergoing rapid change in areas of health and mental 

health. In November 2010, the Washington Post published an article focused on the 

overworked military health system and highlighted the numerous vacant positions at the 

upper levels of the system. Most notably, the top DoD military health system official, the 

Deputy Assistant Secretary for Health Affairs, turned over 6 times between 2007 and 

2010 (including temporary, or “acting” officials). 

However, the primary staffing concern of the time was not at the leadership level. 

The military was experiencing a shortage of mental health professionals (Defense Health 
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Board Task Force on Mental Health 2007), as was the VA (Berger 2006). These staffing 

problems began to gain attention in 2007, when the NDAA for that fiscal year mandated 

that the DoD explore the issue. Almost simultaneously, the Democratic staff of the House 

Veterans' Affairs Committee released the results of a survey of selected Vet Center staff, 

which suggested that VA counseling capacity was insufficient to meet the level of need. 

Although VA officials refuted the survey’s findings, issues pertaining to mental health 

provider shortages would continue to emerge across the VA as well as the DoD. Provider 

shortages, although real and problematic, also served as a convenient focal point for 

public officials. Public debates and discussions about PTSD often shifted to dialogue 

about provider shortages, thus sidestepping the core problem of war-induced trauma 

reactions. Over time, Congress mandated that the government take steps to increase its 

number of mental health care providers, often utilizing the NDAA as its policy 

instrument (U.S. Congress 2008, U.S. Congress 2009). 

Roughly ten years after the start of the war in Afghanistan, DoD and VA 

expansion was evident. The DoD was then sponsoring or funding over 200 programs that 

address psychological health or TBI across the prevention, identification, and treatment 

continuum, and many of these entities had been developed after 2001 (Weinick, Beckjord 

et al. 2011). Moreover, nearly half of these programs had some component that 

specifically addressed PTSD among military servicemembers. The VA had likewise 

expanded its network of care. Its community-based outpatient clinics expanded from 130 

in 1998 to 780 as of 2011, and 75 percent of these clinics provided specialized PTSD 

services (Watkins and Pincus 2011). This was in addition to the care provided by its 150 

VA medical centers, of which 96 percent provided specialized PTSD services. The 
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number of VA Vet Centers, which provided readjustment counseling services, too 

burgeoned during this period (U.S. Department of Veterans Affairs 2010). Moreover, VA 

compensation for a range of health-related disabilities (including PTSD) increased by 

over forty percent from 2001 to 2011 (U.S. Department of Veterans Affairs 2011b).  

Expanding Military Mental Health Research 

Research has been a catalyst of PTSD attention and awareness. Research studies 

also originate from this increased attention, largely by way of Congressional mandates 

and DoD and VA research programs. As noted previously in this chapter, the seminal 

study by Hoge and colleagues (2004) provoked early attention to the high rates of 

depression, anxiety, and PTSD in soldiers and marines returning from Iraq. Over the next 

several years, studies on PTSD among military servicemembers emerged intermittently. 

The systems of mental health knowledge production began to burgeon, as the military’s 

primacy in mental health research grew. 

Around 2007, this new wave of research began, signifying an era of growing 

awareness to war-related mental health issues. Media attention following the Walter Reed 

scandal, in conjunction with Congressional attention and initiatives such as the 

President's Commission on Care for America's Returning Wounded Warriors, served as 

an important impetus for calls for increased research by Congress and veterans’ 

advocates, leading to greater funding of military mental health research. Fundamental to 

the emergent research industry were a multitude of organizations and individuals, 

including the IOM, the GAO, the VA’s Health Services Research and Development 

Service, a range DoD research entities, the Defense Centers of Excellence for 



 72 

Psychological Health and Traumatic Brain Injury, the RAND Corporation, and university 

and private industry researchers (as shown in Figure 2). 

The RAND Corporation published a report in 2008 titled “Invisible Wounds of 

War: Psychological and Cognitive Injuries, Their Consequences, and Services to Assist 

Recovery” which altered the military mental health landscape. The study, funded by Iraq 

Afghanistan Deployment Impact Fund Project (administered by the California 

Community Foundation) focused on the health-related needs, systems of care, and costs 

related to PTSD, major depression, and TBI. The report spawned a range of legislative 

proposals—some which resulted in new laws and policies—aligned with the report’s 

recommendations. In the years following the study, the DoD commissioned the RAND 

Corporation to study a range of mental health topics, including the numerous DoD-

funded programs addressing psychological health issues (Weinick et al., 2011), 

psychological resilience in the military (Meredith et al., 2011), and suicide in the military 

(Ramchand et al., 2011). 

 The IOM also became a major player in military mental health research, 

beginning in 2006 at the request of the VA. In June of that year, the Institute released a 

report which presented findings from a review of PTSD diagnostic and assessment 

practices (Institute of Medicine 2006). The report highlighted the importance of 

evaluating patients in a confidential setting with a face-to-face interview by a qualified 

health professional, and determining whether comorbid physical or psychological 

conditions exist. Roughly a year later the IOM released a report which presented a review 

of the VA’s compensation practices for PTSD (Institute of Medicine 2007). Findings 

included shortcomings of instruments used to conduct the VA's compensation and 
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pension evaluations (used to determine eligibility for disability compensation) and the 

"crude and overly general" nature of the VA Schedule of Rating Disabilities for rating 

mental disorder disability levels. In addition, the report attempted to answer questions 

about whether PTSD disability compensation could impede veterans’ willingness to 

recover, and concluded that a veteran’s receipt of disability compensation is unlikely to 

act as a disincentive to seeking treatment, but that the effects of compensation on 

recovery are "difficult to disentangle.” The IOM report recommended that the VA modify 

its Schedule of Rating Disabilities to remove the focus on occupational impairment, as 

this emphasis overlooks the range of disabling impacts that mental disorders such as 

PTSD can have on a person’s psychosocial functioning, regardless of job impairment. 

The GAO, prompted by Congress, became particularly active in military mental 

health issues during the post-2007 period. In April 2008, the GAO released a report 

outlining the DoD and VA’s progress in responding to the recommendations of the 

President’s Commission on Care for America’s Returning Wounded Warriors (Office 

2008). The study highlighted the steps needed to fully implement the Commission’s 

recommendations. In May 2010, GAO noted the NVVLS, the longitudinal study that had 

been halted years earlier, as a reemerging concern. The NVVLS again became a priority 

of the VA. Despite a growing body of knowledge about PTSD among military 

servicemembers and veterans, the long-term characteristics and implications of the 

disorder remained largely unknown. The GAO remained especially active in military 

mental health issues during the year to follow. For example, GAO reports underscored a 

range of problems with DoD and VA systems, including the fact that VA spending on 

mental health issues was not always reported as mental health spending (U.S. 
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Government Accountability Office 2010), as well as the challenges of Defense Centers of 

Excellence for Psychological Health and Traumatic Brain Injury organizational 

structures, processes, and funding (for example, U.S. Government Accountability Office 

2011).  

Although much military mental health research occurred external to the VA and 

DoD, these organizations were directly involved in an increasing number of mental 

health research efforts. The VA’s National Center for PTSD had for some time been 

conducting a wide range of research on PTSD: as of 2010, over 130 projects were being 

conducted by the Center’s researchers (U.S. Department of Veterans Affairs 2011a).  In 

2005, the VA, under Congressional mandate, increased its capacity to conduct mental 

health research by creating three new Mental Illness Research, Education, and Clinical 

Centers. Similarly, the military bolstered its mental health research efforts. Notably, in 

2009, the Army began working in conjunction with the National Institutes of Mental 

Health and several research institutions to fund and conduct Army STARRS, a five-year 

$65 million longitudinal study of military suicide. This was in addition to the wide range 

of mental health research being conducted through defense-related organizations such as 

the newly-created National Intrepid Center of Excellence and the Defense Centers of 

Excellence for Psychological Health and Traumatic Brain Injury. 

Naming, Framing, and the DSM-5  

In 2011, Army leaders, in conjunction with the media, began drawing attention to 

perceived problems with the PTSD diagnostic label. These military officials had been 

using the term “posttraumatic stress,” or “PTS,” for some time, trusting that the term 

would be less stigmatizing than “PTSD.” Eventually, Army leaders advocated for a 
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widespread and official change to the PTSD diagnostic label. In late 2011, Vice Chief of 

Staff of the Army, General Peter Chiarelli, suggested that the APA drop the term 

“disorder” from the soon to be released DSM-5 (Jaffe 2012, Oldham 2012). The “D” in 

PTSD, he claimed, was a cause of the stigma related to mental illness among military 

servicemembers. Despite a lack of research evidence supporting this assertion, some 

public officials, researchers, and advocates adopted the terminology, informally (Fisher 

and Schell 2013). Meanwhile, the APA deliberated changes to its official diagnostic 

terminology. Although simply dropping the “D” was not seen by the scientific 

community as a realistic option, replacing “disorder” with “injury” was considered. 

Military leaders, increasingly attuned to the mental health community, had attempted to 

wield their influence over science, relying largely on anecdotal evidence. 

Although the name change never came to fruition, the proposal alarmed many 

clinicians, researchers, and factions of a divided veteran advocacy community. Clinicians 

and researchers feared that the term “PTS” applied to clinically significant stress 

reactions obfuscates one of the defining features of PTSD. The disorder is characterized 

not by the presence of stress itself but rather by the failure to spontaneously recover from 

stress in a normal manner. That is, the symptoms associated with PTSD may be perfectly 

normal and healthy during exposure to a stressful situation, but when post-traumatic 

stress reactions persist long after the actual stressor is removed, then they are deemed to 

be pathological. The term “post-traumatic stress injury,” or “PTSI” was also perceived as 

problematic because of a lack of empirical evidence demonstrating that “injury” would be 

perceived more positively than “disorder” by traumatized servicemembers and veterans, 

and others with PTSD. Moreover, some were concerned that “injury” may be perceived 
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as more permanent, severe, or disabling than the term “disorder” (Fisher and Schell 

forthcoming).  

In the year leading up to the release of the DSM, the Army began to address 

another potential (and largely anticipated) change to the DSM-5. The Army issued a 

policy memorandum which suggested that physicians consider diagnosing soldiers with 

PTSD even if they do not meet the diagnostic criterion of experiencing "fear, 

helplessness or horror" in response to a traumatic event (U.S. Department of Defense 

2012). In December 2012, these ongoing diagnostic debates culminated with a vote by 

the APA’s board of trustees. The board voted to drop this so-called “A2” diagnostic 

criterion, refrained from changing the diagnostic label, and made other notable changes to 

the diagnosis (as discussed in Chapter 1). It was clear that the military was highly attuned 

to and intertwined with the activities of the mental health community.  

In summary, the military mental health policy landscape began to change in 2007, 

as mounting advocacy efforts, groundbreaking research, a steady stream of media 

attention, a lawsuit against the VA, and informed and motivated Congress transported 

PTSD policy debates into the public’s eye. The landmark 2007 Washington Post article 

exposing bleak conditions at the Walter Reed Army Medical Center propelled this shift, 

which was sustained by the President's Commission on Care for America's Returning 

Wounded Warriors, RAND’s “Invisible Wounds of War” study, and an array of GAO 

reports and independent research. PTSD could no longer be downplayed to the extent it 

had been during the early years of the wars, and with the mental illnesses of returning 

servicemembers now in the national spotlight a number of salient issues began to emerge. 

Notably, veterans and advocates rejected the military’s widespread use of the personality 



 77 

disorder and adjustment disorder diagnoses, while military leaders continued to defend 

their diagnostic practices. Moreover, military suicides increased, as did the number of 

repeat deployments aided by psychotropic medication. In response to these emergent 

issues, the military embraced the positive psychological concept of resilience, in part with 

the hopes of preventing mental illnesses. Meanwhile, strained health and benefits systems 

expanded as a means for providing care and benefits for returning servicemembers. More 

generally, the government’s capacity to conduct research on PTSD expanded, and the 

military’s established itself as a key player within the broader mental health community.  

Conclusion 

 PTSD in the military arena has been a topic of interest, debate, and scholarship 

since its formation in 1980 (Scott 1990, Scott 2004, Young 1995). However, the policies 

and collective action pertaining to the disorder since the start of the U.S.-led wars in 

Afghanistan and Iraq have remained largely undocumented. This chapter provided a 

social-historical outline of PTSD policy and collective action in the military arena during 

the period spanning from 2001 to 2012. Three key themes were evident throughout this 

chapter: a lack of widespread planning and response on the part of public officials during 

the early years of the wars; the role of the media, research, Congress, and veterans’ 

advocacy efforts as powerful policy catalysts; and the eventual and substantial growth of 

the military mental health complex. 

 First, I demonstrated that a lack of planning and response was particularly evident 

during the early years of the wars in Afghanistan and Iraq. This was particularly acute 

within the VA, but also within the DoD. The reasons for this lack of response are 

explored in depth in chapter 4, but briefly, they include beliefs that PTSD is a 
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phenomenon often induced in or falsified by servicemembers and veterans, and thus not 

an inevitable consequence of war; concerns that PTSD is expensive for government; and 

perceptions that PTSD negatively affects military manpower. Likely exacerbating the 

lack of planning and response was the lack of robust and well-coordinated health and 

mental health planning efforts within the DoD (Coulter, Fisher and Hansen forthcoming), 

and systems- and process-related barriers within the VA (U.S. Government 

Accountability Office 2004, U.S. Government Accountability Office 2006a). Given this 

confluence of events, government institutions and society more generally were not well 

prepared to plan for and immediately respond to high rates of PTSD among 

servicemembers and veterans. 

 Second, I illustrated that the media, research, Congress, and veterans’ advocacy 

efforts can serve as a powerful catalysts to policy action. The effects of these efforts 

became visible in the period during 2005 and 2006, but especially after 2007.  

Particularly salient media stories include the 2007 Washington Post article exposing 

bleak conditions at the Walter Reed Army Medical Center (Priest and Hull 2007), and the 

2007 article in The Nation  highlighting the 22,500 servicemembers who had been 

diagnosed with personality disorder and discharged from the military (Kors 2007). 

Especially impactful research articles and reports included the 2004 article in the New 

England Journal of Medicine highlighting the high rates of depression, anxiety, and 

PTSD in soldiers and marines returning from Iraq (Hoge et al. 2004), the RAND 

Corporation’s 2008 “Invisible Wounds of War” report (Tanielian et al. 2008), and a range 

of efforts conducted and released by the GAO and IOM. Veterans’ advocates were active 

with regard to wide a range of policy topics during the period spanning from 2001 to 
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2012, but were particularly effective in pushing for change on such issues as the 

personality disorder problem and long waits for disability benefits claims processing and 

appeals (as discussed in detail in chapter 5). Moreover, as issues such as these were 

framed as salient social problems by the media, research, and veterans’ advocates, 

Congress became active, often utilizing the NDAA to engender government responses.   

 Finally, I demonstrated that there was an eventual expansion of government 

systems of mental health care, benefits, and research, and that military-related institutions 

became a more active player in the realm of mental health. In essence, a form of 

biomedical expansionism (Clarke et al. 2003, Clarke et al. 2010), as it pertains to mental 

health, is occurring in the military arena. This was particularly evident after 2007, as 

attention to the disorder among returning servicemembers became commonplace, and a 

widespread political and bureaucratic reaction was underway. The problem of PTSD 

could no longer be downplayed and Congress mandated government response. An 

abundance of task forces, committees, and other specially-convened groups were tasked 

with describing the extent of the problems and recommending solutions, including further 

government-funded research and the expansion or greater availability of VA and DoD 

mental health care and benefits. In addition, the military elevated its status as a key player 

in the realm of mental health, and Army leaders even endeavored to change the name of 

the PTSD diagnosis. As this chapter has provided a broad overview of PTSD policy and 

collective action, the following two chapters provide more detailed insight into the 

military mental health policy and advocacy efforts during the period spanning from 2001 

to 2012.  
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CHAPTER 4. PTSD AND THE POLITICS OF PREVALENCE 

In this chapter I provide insight into the federal government’s incremental 

response to PTSD discussed in Chapter 3. I explain, at least partially, why many 

individuals within the DoD and VA downplayed PTSD during the early years of the wars 

in Afghanistan and Iraq. Simply stated, some public officials dispute PTSD’s legitimacy. 

These disputes manifest not in questions about whether PTSD exists, but in queries and 

statements about how many individuals are, or should be, diagnosed with PTSD; the 

struggle is over prevalence rates. I highlight the various claims that public officials, as 

well as veterans’ advocates and researchers, make about PTSD’s prevalence, or the 

frequency with which PTSD truly exists. I focus on the objects of contestation utilized by 

stakeholders to make or refute claims about PTSD prevalence: the diagnostic category 

and criteria; the screening tools, procedures, and systems; and the individual 

servicemembers and veterans who express symptoms of the disorder. 

In this chapter I make two key interrelated assertions. First, I argue that PTSD is 

viewed by some public officials as an overly generalized or invalid diagnostic category 

which can be induced in or falsified by veterans or servicemembers, and is therefore a 

disorder that is over-diagnosed. These individuals also tend to perceive PTSD to carry a 

high economic cost and negatively impact military duty performance, and thus overall 

military manpower. I assert that these claims, taken together, represent a multipronged 

cultural meaning (Conrad and Barker 2010) that some public officials attach to the 

disorder: it is over-diagnosed, costly, and negatively impacts military manpower. I argue 

that this was a key reason for the downplaying of and incremental response to PTSD 

during the early years of the wars in Afghanistan and Iraq (as described in Chapter 3). 
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Second, I argue that, despite beliefs about over-diagnosis, there exist simultaneous 

perceptions that servicemembers and veterans are not seeking treatment (and thus, a 

diagnosis) when they experience symptoms of PTSD. Paradoxically, some public 

officials espouse both these beliefs. I explore the implications of this paradox and argue 

that, consistent with other scholars’ assertions (Link and Phelan 2001, Sayce 1998), 

focusing on stigma enables military-related institutions to (attempt to) respond to mental 

illness by problematizing the behavior of individual servicemembers rather than 

addressing institutional policies and practices. In addition to these key findings, I also 

explore how different stakeholders tended to utilize PTSD screening tools or screening 

procedures and systems as objects of contestation for making claims about the diagnosis.   

I conclude this chapter by exploring three key themes interspersed throughout: the 

role of perceived prevalence as a catalyst to policy and collective action; the close 

interrelationship of the PTSD diagnosis and disability compensation, and how this acts as 

a mechanism through which state-citizen relationships are reified; and how the struggle 

for legitimacy of PTSD has normalized its existence in everyday life, but simultaneously 

obscured its existence as a social category in the debate over the disorder’s prevalence. 

Perceiving Over-Diagnosis: Categorical and Behavioral 

Several interviewees, particularly public officials, claimed that PTSD is over-

diagnosed among servicemembers and veterans. They attribute the high number of 

diagnoses either to a flawed diagnostic category (categorical over-diagnosis) or to 

diagnosis-seeking behavior of individual servicemembers (behavioral over-diagnosis). 

These claims are represented in the upper row of Figure 2. This figure characterizes 

interviewee’s claims as perceptions of over-diagnosis, under-diagnosis, or uncertainty (on 
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the y-axis), and lists the objects of contestation utilized to make these claims (on the x-

axis). 

Figure 2: Positional Map of Claims Concerning the Number of Diagnosed Military-

Related PTSD Cases in the U.S. 

 

 

Categorical Over-Diagnosis 

Interviewees focusing on the diagnostic category as a means to claim that too 

many cases of PTSD have been diagnosed articulated one of two arguments about 

categorical over-diagnosis shown in Figure 2: (1) PTSD is a sociopolitical, not clinical, 

construct created by the psychiatric community and veterans’ advocates, and is therefore 

not a valid clinical diagnosis; or (2) PTSD is a “catch-all,” “wastebasket,” or “garbage 

can” diagnosis. For the most part, these were mutually exclusive positions. 
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 First, the claim that PTSD is a sociopolitical construct lacking biomedical validity 

was conveyed by a small minority of influential interviewees but has been suggested 

elsewhere (for example, Fleming 1985, Frueh 2000, Richardson, Frueh and Acierno 

2010, Satel 2011). This claim criticizes PTSD because of a lack of what is considered 

sufficient clinical evidence to prove the (biological) existence of the construct. For 

example, one public official stated: 

Now, if you tell me that [a person] is bipolar, there’s clinical data to support that, and I 

know it’s episodic because when he’s off his meds he’s going to have a problem. But to 

tell me that he’s 60 percent PTSD and he can [function in everyday life at a high level] 

even though the symptomology says he can’t… Why is it like this? 

 

These interviewees evoked the politically-motivated nature of PTSD as a means for 

validating their argument. For example, some suggested that the APA’s Board of 

Trustees, the collective body overseeing modifications or additions to the DSM, was 

motivated by socio-political aims beyond identifying a scientifically valid disorder. So 

too, these interviewees felt, were the advocates who worked alongside the psychiatric 

community in constructing the diagnosis. For example, some interviewees perceived that 

advocates pivotal to the construction of the diagnosis were determined to use its 

prevalence as a means to critique the military’s war-related activities. 

 Second, claims concerning PTSD as a “catch-all,” “wastebasket,” or “garbage 

can” diagnosis, were conveyed by a number of interviewees, mostly clinicians. These 

terms are often used in medical classification to describe overly generalized or invalid 

diagnoses, and sometimes indicate a temporarily agreed upon standard in lieu of a better 

or more valid category (Bowker and Star 1999). Interviewees’ perceived validity of the 

current PTSD diagnostic category varied. For example, one public official (a non-

clinician) rejected the validity of it entirely: “This label, PTSD, has become the ‘catch all’ 
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to describe a range of symptoms… But when you think about the logic of the construct, it 

doesn’t make any sense.” Other interviewees conveyed a more moderate approach, 

highlighting not that the PTSD construct is altogether invalid, but that it obscures co-

occurring diagnoses such as depression, anxiety, or substance abuse. Embedded in these 

perspectives is an assertion that the general public’s misperceptions, rather than 

clinicians’ diagnostic decisions, are of primary concern. In other words, these 

interviewees did not assert that the diagnostic criteria are being misused clinically or are 

fundamentally flawed, but that PTSD ensnares the public’s attention in misdirected and 

overly generalized ways. For example, one public official (a clinician) stated: 

The diagnostic criteria are still good and sharp, and I think most clinicians use them well 

but in the public mind, in the families and among the servicemembers and veterans, there 

is the sense that PTSD is the right tag for any deployment mental health issue… [But] not 

everybody who has nightmares, or startle, or gets withdrawn, or has trouble readjusting 

has PTSD. 

 

 In sum, interviewees expressed a range of opinions about the extent to which 

PTSD is a valid disorder, and utilized these claims to state or imply that PTSD is over 

diagnosed. Assertions that PTSD is a sociopolitical construct lacking validity appear to 

represent a minority position, while claims about the “catch-all,” “wastebasket,” or 

“garbage can” nature of the disorder appear to be a more mainstream concern, 

particularly for clinicians. 

Behavioral Over-Diagnosis 

Interviewees who focused on the individual servicemember’s or veteran’s 

behavior as a means for conveying that there are too many diagnosed PTSD cases 

expressed one of three claims about behavioral over-diagnosis, as shown in Figure 2: (1) 

veterans represent an overly “entitled” generation seeking disability compensation; (2) 
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veterans are “incentivized” to seek or maintain a diagnosis; or (3) veterans are 

“counseled” to seek a diagnosis and disability compensation. In some instances, 

individual interviewees conveyed two or all three of these claims.  

 First, the claim that veterans are overly entitled implies that servicemembers and 

veterans who seek a PTSD diagnosis and disability compensation are members of an 

“entitled” generation, or “me generation.” Servicemembers and veterans of current wars 

are seen by some interviewees as more expectant of financial remuneration than veterans 

of previous wars. For example, one public official stated: “[With] the soldiers, there is 

more of a sense of entitlement, definitely more of a sense of entitlement in soldiers is 

now-a-days, and it’s just different. What’s in it for me, what can I get out of it, what’s 

owed to me?” Moreover, some interviewees suggested that servicemembers and veterans 

are not simply seeking financial compensation but are in search of recognition of their 

sacrifices by the government and general public. This perceived desire for recognition 

was thought to be heightened by the fact that the U.S. employs a fighting force composed 

of a quite small percentage of the U.S. population. In other words, interviewees felt that 

the general public’s lack of understanding of the sacrifices of servicemembers and 

veterans may lead to a greater desire for recognition on the part of servicemembers and 

veterans themselves. For example, one public official stated: 

I think it's a cultural change… In World War II… most people served and… knew people 

who had died… [or] had lost limbs… [or] were blinded. Today, less than one percent are 

serving… “I bore the burden. Take care of me…" It's a way to make society pay… I don't 

think it's the money, although the money is helpful, but it's more the recognition. 

 

 It is worth noting that some veterans’ advocates implicitly refuted claims of 

behavioral over-diagnosis by expressing a diametrically opposing view of the concept of 

entitlement. These interviewees noted that disability compensation is an implicit part of 



 86 

the recruitment package of benefits that the military promises servicemembers who may 

become injured, and that health care is an explicit part of the benefits package. For 

example, one veterans’ advocate stated: 

I think that [military recruiters] certainly play up the aspect of college education… and 

it's … definitely a draw for a lot of people, myself included when I joined… And 

recruiters will tell people, “Well, if you're active duty then you don't have to worry about 

your health care…” And so all of these benefits I think are definitely emphasized as 

people are going through that process. And so, to me it's not surprising that if someone 

leaves the military they would seek the benefits that they were sold on when they joined. 

 

These opposing perceptions of “entitlement” suggest that government and servicemember 

understandings of their social contract may vary substantially in some instances. 

  Second, the claim that veterans are “incentivized” suggests that the veterans’ 

disability compensation system, by the very nature of providing disability compensation 

to those with PTSD, induces some servicemembers and veterans to remain or become ill. 

For example, one public official stated: “So there is a real incentive to stay sick, to have 

your symptoms, because it's a very major financial issue.” Yet another public official 

implied that financial recompense not only prompts veterans or servicemembers to 

remain ill, but that this financial incentive will in fact lead to illness: “If you start paying 

people for being crazy, and [then] take away their money, they get well. What kind of an 

incentive [have you] created? What have you done?” Underlying these interviewees’ 

position is an institutional culture, supported by a set of policies and procedures, which 

they perceive to produce or maintain PTSD. 

 Third, the claim that veterans are “counseled” focuses on veterans being 

encouraged to seek a PTSD diagnosis and disability compensation. Interviewees 

conveying these claims suggested that servicemembers and veterans are advised by 

individuals within the VA or by veterans’ advocates to list all perceived physical or 
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psychological ailments upon discharge. For example, one public official stated: 

“Everybody is telling [servicemembers] ‘you need to make sure you apply for your 

benefits so that when you go the VA you can get service.’ … and the culture is, make 

sure you get that documented.” Some interviewees noted that servicemembers who report 

their mental health issues upon return from deployment or retirement from active duty are 

following a very practical, logical path, since it reportedly can be difficult to prove that 

mental health problems are service-connected if they are not noted initially upon return 

from deployment. A service-connected injury or illness makes a veteran eligible for 

certain treatment coverage or, in some instances, the receipt of disability compensation. 

As with the claim pertaining to veterans as “incentivized,” the statement that veterans are 

“counseled” implies that an institutional culture, supported by a set of policies and 

procedures, is responsible for producing PTSD or too much diagnosis of PTSD. 

 In sum, interviewees expressed a range of opinions as to why they perceive 

servicemembers and veterans are seeking a diagnosis and disability compensation. Their 

claims imply varying types of responsibility, either on the part of servicemembers and 

veterans seeking a diagnosis or disability compensation, or on the part of the bureaucratic 

systems in which they operate. Perceiving servicemembers and veterans as “entitled” 

generalizes the responsibility to an entire “generation” of individuals, while perceiving 

servicemembers and veterans as “incentivized” or “counseled” emphasizes individual 

responsibility in the context of a government system that presumably encourages 

diagnosis or disability compensation-seeking. In some instances individual interviewees 

conveyed two or all three of these claims. Correspondingly, these individuals perceived 
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the “true” prevalence of PTSD among servicemembers and veterans to be lower than the 

current recorded number of cases.  

Compounding Concerns: Over-Diagnosis, Cost, and Military Manpower  

Interviewees who conveyed one or more claim about categorical over-diagnosis 

almost always conveyed one or more claim of behavioral over-diagnosis. Most often, 

these claims were conveyed by public officials, some of whom were also clinicians. 

These concerns about over-diagnosis often co-occurred with two additional concerns: 

PTSD’s perceived high economic cost and perceived negative impact on military duty 

performance, and thus on overall military manpower. These claims, taken together, 

represent a multipronged cluster of cultural meanings that some individuals, particularly 

public officials, attached to the disorder. Underlying this set of beliefs is the perception 

that military benefits systems and procedures can induce PTSD or prompt falsification of 

PTSD symptoms. Correspondingly, PTSD is not always viewed an inevitable 

consequence of war among these participants. The relationships between these claims are 

displayed by the overlapping and compounding claims represented by the three circles in 

Figure 3, which I discuss next. 
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Figure 3: Compounding Concerns: Over-Diagnosis, Cost, and Military Manpower 

 

 

As illustrated by the middle circle of Figure 3 (and as discussed in the sections 

above), interviewees conveying concerns focused on the diagnostic category almost 

always conveyed concerns focused on diagnosis-seeking of individual servicemembers. 

As illustrated by the overlap between the left-hand and middle circle in Figure 3, 

interviewees concerned with over-diagnosis tended to express concerns about the 

economic costs of PTSD. That is, compounding their concerns about the “high” number 

of diagnosed individuals was a concern about the high costs of PTSD treatment and, 

especially, disability compensation. For example, one public official noted:   

So [the] word on the street is that… there are people that are milking the system. I 

personally believe anecdotally it’s probably 10 percent... In a more and more constrained 

environment, I don’t know if the system is going to be able to support 10 percent. 

 



 90 

In essence, there exists a stated claim, largely on the part of public officials, that the 

government is facing difficulty affording these benefits.  

In contrast, some veterans’ advocates perceived PTSD-related policy decisions to 

be based on cost rationales (not represented in Figure 3) but, unlike certain public 

officials, they implicitly refuted claims of over-diagnosis. These advocates problematized 

how government spends huge sums of money in areas it chooses to prioritize, for 

example, wars themselves, but does not direct sufficient funds to veterans’ mental health 

care. For example, some advocates noted that even when specific funds were allocated to 

VA strategic mental health initiatives, the VA failed to spend and track these funds. A 

November 2006 Government Accountability Office report lends evidence to these 

assertions (as discussed in Chapter 3). Further, some veterans’ advocates and public 

officials suggested that political leaders during the early years of the wars were 

disinclined to plan for or acknowledge the high mental health costs of war because it 

might diminish public support for the wars—a point similar to assertions made previously 

by other scholars (for example, Stiglitz and Bilmes 2008).  

 As illustrated by the overlap between the right-hand and middle circle of Figure 3, 

some public officials concerned with over-diagnosis also implied that PTSD leads to 

military-duty impairment which can negatively impact overall manpower. Further, they 

asserted that the military is interested in identifying and addressing mental illness only 

insofar as it assists the military in returning servicemembers to duty or, in extreme 

circumstances of impaired functioning, removing them from duty. These perceptions 

allude to the inherent tension of mental illness in a military environment: mental illness is 

congruent with the military’s mission so long as it does not interfere with one’s job 
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performance. Since mental illness, by definition, entails some sort of functional 

impairment, there is a presumption that this functional impairment will equate to a 

servicemember’s job performance. 

In relative contrast, while some veterans’ advocates also perceived the military 

not to be concerned with recognizing PTSD except in cases of impaired duty 

performance, they implicitly refuted claims of over-diagnosis. These veterans’ advocates 

emphasized a lack of concern for servicemembers on the part of the military. For 

example, one stated: “The Department of Defense just isn't very concerned about soldiers 

anymore because they’re more focused on their mission and they don't see people leaving 

the military as part of their mission.” Similarly, another veterans’ advocate stated: “[The 

military has] a driving mission and these protracted wars, and they just don’t have time 

for people to have PTSD… [the military] saw the impact that it was having on their 

mission.” 

In sum, PTSD was often perceived by public officials to be costly and to 

negatively impact military duty performance, and thus reduce overall military manpower. 

Claims regarding economic cost and military manpower frequently traveled with and 

compounded concerns about over-diagnosis, as represented in Figure 3. These claims, 

taken together, represent a cluster of multipronged cultural meanings that some 

individuals, particularly certain public officials, attach to the disorder: it is over-

diagnosed, costly, and negatively impacts military manpower. Underlying this set of 

beliefs is the perception that PTSD can be induced in or falsified by returning 

servicemembers, and is therefore not an inevitable consequence of war, at least not at the 

levels being seen among Afghanistan and Iraq veterans. Instead, the disorder’s 
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prevalence was viewed as a mutable factor which could be molded or downplayed, 

particularly as the economic and manpower resources of the military were being 

threatened. 

Perceiving Behavioral Under-Diagnosis: Stigmatization and Discrimination 

Claims of perceived behavioral under-diagnosis attribute the “low” number of 

diagnosed servicemembers and veterans to stigmatization or discrimination (see Figure 

2). Stigmatization is the devaluation or dehumanization that results from denigration of a 

social category or attribute (Goffman 1963, Jones 1984, Link, Phelan and Bresnahan 

1999). Discrimination is the differential treatment—for example, rejection or exclusion—

of individuals because of their social category or attribute (for example, Link et al. 2004). 

A handful of researchers have asserted that discrimination is an aspect of stigmatization 

(Link and Phelan 2001), but most view them as separate, interrelated concepts. Research 

suggests that servicemembers with mental illnesses may regularly face elements of both 

(Britt 2000, Hoge et al. 2004, Kim Py 2010, Schell and Marshall 2008). Veterans’ 

advocates, public officials, and researchers conveyed various claims about stigma and its 

presumed relationship with diagnosis and treatment seeking, as well as  the implications 

of attempting to reduce stigma (rather than change institutional policies and practices 

which could engender stigma). Some interviewees, particularly public officials, also 

made paradoxical claims that PTSD is simultaneously under-diagnosed and over-

diagnosed.  

Several interviewees, including public officials, veterans’ advocates, and 

researchers, suggested that risk of stigmatization is a barrier to seeking a PTSD diagnosis 

or treatment, and that therefore PTSD is under-diagnosed. Servicemembers and veterans 
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who display or admit symptoms of PTSD, or who receive a PTSD diagnoses, were 

perceived by interviewees to be discredited or devalued by their peers. Although 

disagreement existed as to whether stigmatization had decreased in recent years, most 

perceived it to exist at a reasonably high level. A subset of these interviewees suggested 

that too few servicemembers and veterans are diagnosed and treated because of stigma. 

For example, one public official stated: “[Seeking] mental health counseling was always 

seen as weak… suck it up, that’s the culture, suck it up. So I don’t know if that’s going to 

change but I think seeking help, that’s going to change a little bit. Again that stigma is 

huge.” More generally, stigma related to PTSD is often thought to have an inverse 

relationship with diagnosis and treatment seeking in the U.S. military arena. However, 

there is no known empirical evidence demonstrating this relationship (Fisher and Schell 

2013). 

As scholars have noted, focusing on stigma inherently places a burden on the 

individual person to overcome their stigmatized role, whereas focusing on a phenomenon 

such as discrimination would place the onus for remedial action on the individuals or 

institutions discriminating (Link and Phelan 2001, Sayce 1998). Consistent with such 

thinking, some interviewees noted that focusing on stigma surrounding PTSD without 

targeting greater institutional factors may not address the underlying issue of 

discrimination. For example, one veterans’ advocate stated: 

What is required in order to deal with the issue of stigma is an acknowledgment of what 

stigma is. And if you boil it down, the issue of stigma, specifically when it revolves 

around mental health, [is] two things. One, mental health discrimination. Two, the stigma 

itself is inappropriate behavior, meaning that when somebody is stigmatized, that person 

is at the receiving end of inappropriate behavior by someone else. 
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A number of interviewees suggested discriminatory policies or practices that 

could be more productive targets than stigma per se. Notably, some interviewees 

perceived that servicemembers fear that their outward display of PTSD symptoms or their 

seeking of mental health treatment would threaten their military careers. For example, 

one public official stated: “[Servicemembers] don’t want anything to be in their military 

record because… there is some implication in some circles that you don’t have the right 

stuff and therefore you’re not fit for further deployment.” Similarly, others suggested that 

servicemembers may face differential treatment by military commanders, who are often 

privy to psychiatric information about servicemembers within their command.  

The Stigma Paradox 

Some interviewees, particularly public officials, conveyed paradoxical statements 

about and actions related to stigma. That is, many individuals who emphasized a need to 

reduce PTSD-related stigma in the military also conveyed other messages. These 

messages could, in theory, lead to the stigmatization of servicemembers and veterans 

expressing symptoms of or seeking treatment for PTSD—for example, by labeling them 

as malingerers or as individuals with an invalid diagnosis. This paradoxical relationship 

is demonstrated in Figure 2 by the top row of the positional map in conjunction with the 

bottom right section of the map: several public officials making claims of behavioral or 

categorical over-diagnosis also made claims about behavioral under-diagnosis.  

Figure 4 further articulates this relationship, illustrating the concurrent forces 

working possibly to encourage as well as discourage diagnosis and treatment seeking, 

and how these forces may be institutionalized. The upper and lower text boxes within 

Figure 4 represent interviewees’ paradoxical messages pertaining to stigma. The dotted 
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arrows pointing upward and downward represent the pathways through which these 

stigma-related messages could, in theory, lead to broader institutional manifestations. 

Specifically, potentially stigmatizing messages about over-diagnosis could become 

institutionalized into government practices and lead to less treatment seeking, while 

messages about the importance and normalization of treatment seeking could, if 

communicated effectively, lead to an increase in the number of servicemembers and 

veterans willing to seek a diagnosis or treatment. Messages conveying the former have, in 

certain instances, been incorporated into institutional practice (Lee 2008), while the latter 

messages are often disseminated through large-scale DoD and VA stigma reduction 

programs (for example, Defense Centers of Excellence for Psychological Health and 

Traumatic Brain Injury N.D., U.S. Department of Veterans Affairs. National Center for 

PTSD 2013a). The horizontal line in the middle of the figure represents PTSD’s 

actualized prevalence, or the number of individuals willing or eager to be diagnosed or 

treated, which, at least in theory, can increase or decrease based on the institutional and 

organizational forces described above.  

This paradox may indicate that the public officials conveying paradoxical 

messages feel that certain individuals are truly suffering from symptoms while other 

individuals are falsifying them. Or this paradox may signify that these public officials do 

not feel that PTSD-related stigmatization is a substantial problem but label it as one 

because of its mass appeal and political acceptability. In either case, the military has 

implemented numerous programs and initiatives which reportedly seek to reduce stigma 

among servicemembers and veterans (Weinick et al. 2011). 
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Figure 4: The “Stigma Paradox” 

 

 

Some veterans’ advocates and public officials noted that they had themselves observed 

such paradoxical statements and actions. For example, one veterans’ advocate stated: 

“We say we want to address the issue of stigma, but then when individuals do engage in 

help-seeking behavior, we want to criticize them. We want to label them, you know, 

entitlement kind of junkies. So what is it?” This “stigma paradox” represents a perplexing 

situation for a range of individuals, including public officials, veterans’ advocates, and 

researchers, but particularly servicemembers and veterans. What is one to do if he or she 

experiences (or perceives to experience) symptoms of a mental illness such as PTSD? 

In sum, fear of PTSD-related stigma was perceived by many interviewees to 

inhibit servicemembers and veterans from seeking a PTSD diagnosis or treatment, despite 
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the fact that the scientific literature has not proven such a link (Fisher and Schell 2013). 

Moreover, a number of interviewees emphasized a need to reduce PTSD-related stigma 

in the military while also conveying paradoxical messages that could, in theory, lead to 

such stigmatization. Taken as a whole, these findings suggest that military-related 

institutions have leaped ahead of the scientific knowledge base to assert that mental 

illness stigma is a barrier to treatment seeking (and thus diagnosis), and to respond to this 

presumed stigma. However, this attention to stigma and the corresponding responses to 

stigma tend to place the burden of action on the individual servicemember or veteran to 

overcome their stigmatized role, rather than problematizing the policies and practices of 

military-related institutions and organizations vis-à-vis PTSD. Moreover, these actions to 

address stigma are potentially problematic given that servicemembers may paradoxically 

be receiving messages (perhaps even from the same individuals) that they should and 

should not seek treatment if experiencing symptoms of PTSD or other mental illnesses. It 

is unclear what impact such mixed messages may have on the overall prevalence of 

diagnosed PTSD cases. 

Perceiving Under-Diagnosis or Uncertainty: Screening 

Claims focused on military or VA screening efforts conveyed one of two 

messages (see Figure 2). One focused on a critique of screening instruments, thus 

highlighting scientific limitations as the source of diagnostic uncertainty. The other 

centered on procedures and systems, thereby implying that institutional behavior may 

intentionally deny servicemembers and veterans of appropriate PTSD diagnoses. First, 

some interviewees communicated uncertainty about whether too many or too few 

servicemembers and veterans are diagnosed with PTSD, and attribute this uncertainty 
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largely to imperfect screening tools. Screening is suspected by some to include a number 

of false positives. For example, one public official stated: “A lot of money and effort and 

time get put into the screening. And then you have the question, and I think it's still an 

open question, about whether or not you're catching more people and treating more 

people.” The same public official continued to describe a type of false negative that does 

not result from screening tools, per se, but from a culturally- or bureaucratically-induced 

tendency of servicemembers not to reveal their mental health issues: “… or the 

[servicemembers] get too cynical about being screened every time they turn around [and] 

have their pat answer, ‘No, no ma'am, I'm fine.’” In nearly all instances when screening 

was discussed, recent or impending improvement of screening tools and procedures for 

implementing them was also mentioned. This improvement was perceived to be related 

either to the screening procedures per se or settings wherein screenings were 

administered—for example, in primary care settings—or to a number of new screening 

tools expected to be made available upon the release of DSM-5 (see U.S. Department of 

Veterans Affairs. National Center for PTSD 2013b).  

A second set of critiques centered on inadequate or biased screening procedures 

and systems.  For some interviewees, these faulty systems resulted in too few 

servicemembers and veterans being diagnosed with PTSD (screening under-diagnosis).  

In particular, veterans’ advocates focused on screening under-diagnosis. Specifically, 

these advocates suggested that the military and VA did not screen properly or frequently 

enough during or after deployments, and that this was a particular problem during the 

early years of the wars. Interviewees conveying this claim perceived the cost associated 
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with screening for and treating PTSD to be barriers to offering adequate screening 

services. 

 Veterans’ advocates also perceived the military and VA’s screening procedures 

and systems as leading to deliberate misdiagnosis. Specifically, advocates highlighted 

cases wherein servicemembers were diagnosed with personality disorder or adjustment 

disorder rather than PTSD, even when some individuals’ symptoms may have more 

accurately indicated the presence of PTSD (Dao 2012b, Kors 2007, Lee 2008). Very 

significant here, military disability systems consider personality disorders and adjustment 

disorders as pre-existing conditions not caused by war-related experiences. Therefore, 

these diagnoses can provide an efficient channel for discharging mentally ill 

servicemembers from the military via means that render them ineligible for certain 

benefits such as medical retirement. Many veterans’ advocates suggested that concerns 

about costs and maintaining a highly functional, mentally healthy fighting force were 

primary drivers of the government’s diagnosis of personality disorder or adjustment 

disorder in lieu of PTSD. Many advocates noted as evidence of their assertions a 

controversial email (which garnered national media attention) in which a VA employee 

urged her staff to refrain from giving PTSD diagnoses because of the alleged large 

number of compensation-seeking veterans (Lee 2008).  

 In clear contrast to veterans’ advocates, certain researchers and public officials 

suggested that the alleged misdiagnoses were likely justified. Some defended the military 

clinicians’ initial judgments, while others noted that the military relaxes their standards 

for military recruitment in times of manpower shortages—for example, through the use 

of waivers allowing certain individuals with mental disorders to join the military. This 
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relaxation of standards was a suspected cause of the large number of “pre-existing” 

mental illness diagnoses in the military. In essence then, government screening 

procedures, ostensibly guided by clinical judgment, may be subject to economic and 

social influences in extenuating circumstances. 

 In sum, there exists substantial controversy over screening, both in terms of the 

tools used as well as the procedures and systems guiding their use. Clinicians tended to 

focus on tools and the uncertainties associated with their use, while veterans’ advocates 

tended to focus on the procedures and systems guiding the use of these tools. Stated 

differently, veterans’ advocates implied that governmental practices intentionally deny 

servicemembers and veterans of PTSD diagnoses for reasons such as the high economic 

cost of PTSD, while clinicians tended to highlight scientific limitations as the key source 

of diagnostic uncertainty. These findings highlight how screening is much more than a 

diagnostic tool; accurate screening also relies on procedures being applied, to the extent 

possible, in an unbiased manner. However, diagnostic procedures may be open to a range 

of influences, particularly in cases of contested illnesses. For example, research has found 

that health care providers may utilize a range of informational sources and decision-

making strategies in the face of diagnostic uncertainty (Swoboda 2008). 

Conclusion 

 Disputes over PTSD’s legitimacy, particularly during the period leading up to its 

codification as a disorder in the DSM-III, are well documented in the social science 

literature (Scott 1990, Scott 2004, Young 1995). This chapter highlighted the continued 

struggle over PTSD’s legitimacy more than a quarter century later, in the wake of a 

decade of U.S.-led war in Afghanistan and Iraq. In this chapter, I presented two primary 
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interrelated findings pertaining to this struggle. First, I argued that PTSD has been 

viewed by some public officials as an overly generalized or invalid diagnostic category 

which is over-diagnosed because, as these officials argue, it can be induced in or falsified 

by veterans or servicemembers. These individuals also tended to perceive PTSD as a 

disorder which is costly to government and which negatively impacts military duty 

performance, and thus overall military manpower. I asserted that these claims, taken 

together, represent a multipronged cluster of cultural meanings (Conrad and Barker 2010) 

that some public officials attach to the disorder. Second, I argued that, despite beliefs 

about over-diagnosis, veterans’ advocates and some public officials perceive that 

servicemembers and veterans are not seeking treatment (and thus, a diagnosis) when they 

experience symptoms of PTSD. Some public officials paradoxically espouse both sets of 

beliefs. In addition to these key findings, I also noted that various stakeholders tended to 

utilize PTSD screening tools or screening procedures and systems as objects of 

contestation for making claims that PTSD is under-diagnosed, or that the true prevalence 

is unknown.  

Taken together, these findings lead to at least three broader theoretical and 

practical implications. First, these disparate perceptions of prevalence have served as 

catalysts for policy and collective action (and inaction). Scholars have previously 

described the impact of disease prevalence on policy (for example, Arksey 1994, Brown 

et al. 2002b), whereby prevalence is an object of contestation and a subsequent policy 

lever. Likewise, perceptions that PTSD was being over-diagnosed (or under-diagnosed) 

served as impetuses for policy inaction (or action). For example, certain public officials 

worked to downplay and curtail the perceived “high” (and presumably mutable) 
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prevalence of the disorder. They felt that acknowledging PTSD through increased policy 

and planning efforts would lead to a flood of compensation-seeking veterans. Further, it 

appears that this policy inaction may have decreased the actual number of individuals 

diagnosed with PTSD since this downplaying inhibited organizational expansion and 

restricted acknowledgement and awareness of the disorder and treatment options 

available (U.S. Government Accountability Office 2004, U.S. Government 

Accountability Office 2005, U.S. Government Accountability Office 2006a). In other 

words, the results of this study suggest that perceptions that the number of diagnosed 

cases of PTSD is too high prompted policy inaction, particularly during the early years of 

the wars; this in turn restricted the number of individuals willing or eager to seek a 

diagnosis or treatment.   

Similarly, the inverse likely also occurred, but largely after 2007 when PTSD-

related policy action became commonplace. Veterans’ advocates as well as some 

researchers and public officials felt that a substantial number of PTSD cases had gone 

undiagnosed. They prompted policy and collective action to counter military-related 

institutional forces and to ensure that individuals experiencing symptoms of PTSD could 

obtain a PTSD diagnosis as well as appropriate treatment and benefits. Salient examples 

of this collective action included responses to the apparent misdiagnosis of personality 

disorder, increased government mental health screening efforts, and a general focus on 

reducing the stigma (or discriminatory policies and practices) purported to inhibit 

diagnosis- or treatment-seeking. Such policy action, if effective, would have increased 

the actual number of individuals willing or eager to seek a diagnosis or treatment. 
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The resulting situation is one wherein the findings of psychiatric epidemiology 

have the powerful potential to not only describe or estimate the “true” prevalence of a 

mental disorder but also to shape the actualized prevalence, or the number of individuals 

willing or eager to be diagnosed or treated. In other words, as epidemiologists seek to 

estimate the number of PTSD cases, the basis for their estimates will be the number who 

are willingly screened and who then self-report symptoms of the disorder. This number 

will inevitably be affected by their negative or positive experiences associated with 

presenting symptoms of the disorder to different people/authorities. This situation may go 

on to exhibit a circular pattern, whereby the actualized prevalence informs further 

estimates of the “true” prevalence, which informs policy and so on. The immediate result 

is that PTSD prevalence becomes a moving target that science seeks to pinpoint but also 

cannot help but influence in the process. This situation occurs against an already 

uncertain scientific backdrop, as there exists a “grab bag” of disparate prevalence 

estimates for public officials, veterans’ advocates, or researchers to adopt (Ramchand et 

al. 2010) and use to inform policy. 

 Second, the PTSD diagnosis is closely linked with disability compensation. The 

disorder is a necessary condition for receiving recompense from the VA for economic 

losses incurred because of functional impairment related to a mental disorder. The 

debates over the disorder’s prevalence are especially intense perhaps because of the high 

monetary estimates attached to cases of disabling PTSD. Thus, PTSD evokes intense 

thoughts and beliefs about the state’s obligation to provide care and compensation for 

individuals experiencing war-induced mental disorders.  
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 As a result of the close pairing of PTSD and disability compensation in the 

military arena, the psychiatric and cultural category that is PTSD has become particularly 

complex. The diagnosis takes on an especially broad and diverse set of meanings for the 

different individuals and groups involved. In essence, the social problem at hand is not 

simply one of mental illness (vis-à-vis wellness) and set of related clinical concerns; 

instead, PTSD is a dynamic and subjective social problem defined differently by the 

various stakeholders involved (Blumer 1971, Hilgartner and Bosk 1988, Kitsuse and 

Spector 1973, Schneider 1985). For example, servicemembers and veterans and the 

individuals advocating for them often define the problem as one of PTSD under-

diagnosis in order to sustain and justify government economic rationing. Public officials, 

conversely, tend to evoke claims about scientific imprecision and uncertainty, and in 

some instances about malingering, and thus over-diagnosis. Thus, PTSD has become a 

multipronged social problem with fluid definitions and dynamics over time and 

circumstance. 

Although it is difficult to parse the exact nature of the relationship between PTSD 

and disability compensation, it is evident that the contentious debate over PTSD’s 

diagnosis (and thus prevalence) has become a site of a politics of citizenship. In other 

words, some stakeholders likely oppose or support the use of the PTSD diagnosis 

because it entails a set of benefits offered by the federal government, and thus implies a 

level of culpability on the part of the government of the psychological “damage” created. 

Similar notions of state-citizen relationships in the context of bodily damage have been 

previously described. Most notably, the term “biological citizenship” (Petryna 2002) has 

been used to frame the increasing role of biology in the politics of citizenship, and to 



 105 

illustrate individuals’ conceptions of their citizenship based on biological phenomena, as 

well as collective mobilization around shared conceptions of biological identity (Rose 

and Novas 2005, Rose 2007). Biological citizenship has also been used specifically to 

describe the relationships between injured citizens in the decades following the 

Chernobyl nuclear disaster and the Ukrainian government’s actions. In this context, the 

term suggests that “the damaged biology of a population has become the grounds for 

social membership and the basis for staking membership claims” (Petryna 2002:5). The 

term suggests that the injured have become reliant upon the state, spawning a distinct 

culture and system of disability benefits.  

Recently, the linkages between biological citizenship issues and injured veterans 

have been noted. One scholar coined the phrase “military citizenship” to account for 

physical disabilities and describe how “service to the military, rather than suppressing 

some of the rights associated with citizenship… becomes the ground on which claims to 

the rights and benefits of citizenship are made” (Messinger 2008:279). Such “military 

citizenship” is also apparent in the context of PTSD. Returning servicemembers and their 

advocates are demanding that the state compensate and thus be culpable for not only for 

physical injuries but also mental disorders. However, it is important to note that the 

concept of “military citizenship” implies a historical shift in the nature of servicemember-

state relationships. Given this study’s emphasis on the current war era, I cannot yet assert 

claims about whether or how this relationship has evolved. What is clear, however, is that 

military and veteran populations are now demanding recompense, and systems of 

government disability compensation have (sometimes slowly and reluctantly) responded.  
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 Finally, struggles over the legitimacy of PTSD have helped to normalize the 

disorder’s existence as a psychiatric category, one that is viewed as objective and strictly 

biopsychiatric in nature. However, this has simultaneously obscured PTSD’s existence as 

a social category, both in general, and in the debate over the disorder’s prevalence. As 

illustrated early in this chapter, the socially-constructed nature of the disorder was evoked 

only by individuals making claims that the disorder was over-diagnosed. Conversely, 

individuals who perceived the disorder to be under-diagnosed did not evoke the socially 

constructed nature of the disorder; they relied instead on assertions that the disorder is an 

objective and strictly biopsychiatric category, or simply made no assertions about the 

nature of the disorder. In essence, PTSD here is treated as a diagnostic category which 

appears neutral and devoid of social influences and moral judgments (McGann and 

Hutson 2011). The result is what sociology of diagnosis scholars have termed a 

“diagnostic imaginary,” whereby “the emergence of biopsychiatry and the normalization 

of diagnoses in everyday life have created an illusory relationship to diagnoses that 

obscures their real, material conditions” (McGann and Hutson 2011). In the military 

arena, acknowledging the disorder as a biopsychiatric construct appears to lend credence 

to the disorder’s legitimacy. Conversely, evoking its socially constructed nature may 

serve to delegitimize it. As one public official interviewed for this study suggested, 

ironically, the fundamental nature of PTSD has become taboo and a politically 

unacceptable topic to discuss. As this chapter has described objects of contestation 

related to PTSD in the military arena, the following chapter highlights various PTSD-

related grievances and advocacy mechanisms of veterans’ advocates within the arena. 
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CHAPTER 5. VETERANS’ MENTAL HEALTH SOCIAL MOVEMENTS: A 

CONTINUUM OF CONCERNS, A CONTINUUM OF CAUSALITY  

 

Veterans’ advocacy, as it relates to post-traumatic stress disorder (PTSD), 

represents a type of health social movement, defined as a collective challenge to medical 

policy or politics, belief systems, research, or practice (Brown and Zavestoski 2004). 

Health social movements have engendered notable changes in the prevention, diagnosis, 

and treatment of health issues, and they frequently target health-related inequities. Three 

types of health social movements are thought to exist: health access movements which 

seek equitable and improved access to health care; constituency-based health movements 

which address health inequality and inequity based, for example, on race or ethnicity, 

gender, social class or sexuality; and embodied health movements defined as “organised 

efforts to challenge knowledge and practice concerning the aetiology, treatment, and 

prevention of disease” (Brown et al. 2004:54). Embodied health movements not only 

involve the challenging of dominant (scientific) knowledges; they also involve personal 

illness experience as a mobilizing factor (Brown et al. 2004). Further, in challenging 

these dominant paradigms, embodied health movements frequently, though not 

necessarily, are focused on ‘contested illnesses,’ “diseases and conditions that engender 

major scientific disputes and extensive public debates over environmental causes” 

(Brown et al. 2000:236). Veterans’ mental health social movements are in many ways 

embodied health movements; however, their characteristics span the boundaries of all 

three types of health social movements.  

Like many health social movements, PTSD-related veterans’ advocacy often 

focuses on access to, or the provision of, health services (Brown and Zavestoski 2005), 

notably mental health treatment to aid veterans in achieving ordinary levels of 
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psychosocial functioning. Many advocates also focus on access to disability 

compensation, which is designed to offset economic losses incurred if unable to achieve 

this functioning. However, advocates’ grievances sometimes extend beyond these 

“downstream” issues of access to treatment and disability compensation. For example, 

some advocates also problematize “upstream” issues such as the Iraq or Afghanistan wars 

themselves, or intermediate factors such as a lack of outreach and awareness to inform 

veterans of their health and disability benefits. Corresponding to these varied grievances 

is a range of mechanisms for affecting social change; these range from mainstream 

political participation to grassroots community organizing. For purposes of this chapter, I 

focus primarily on the grievances reported by individuals interviewed for this study rather 

than those stated in formal organizational goals. The former are not always directly 

reflective of a specific group or individual’s reasons for mobilizing, and some advocates 

transcend the boundaries of several organizations, utilizing these organizations as 

conduits for conducting their work. 

In this chapter, I argue that the range of PTSD-related grievances of veterans’ 

advocates can best be categorized on a continuum of disease causality. I apply a 

framework elucidating the fundamental causes of disease (Link and Phelan 1995) in 

order to characterize these grievances. The model proves useful in understanding social 

movement action related to mental health access vis-à-vis more “upstream” fundamental 

causes. In addition, I note that certain veteran advocacy efforts, in general, are channeled 

into biomedical issues, while others are not.  
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I conclude this chapter by exploring veterans’ mental health movements vis-à-vis 

health social movements in more detail. I also further expound themes of 

biomedicalization in the context of veterans’ advocacy.   

Concentrating on Access to Benefits, Amidst a Continuum of Concerns 

 Veterans’ mental health advocacy takes various forms, but numerous veterans’ 

advocates share a core concern: that veterans with PTSD receive any needed VA benefits, 

specifically mental health treatment and disability compensation. In some instances 

disability benefits are available to veterans through the Social Security Administration as 

well as the VA.  However, for purposes of this analysis I focus largely on VA disability 

compensation, which was far more salient in this study’s data. Although disability 

compensation is not a traditional access-to-care issue, I consider it such for purposes of 

this analysis. Like mental health treatment, disability compensation is a benefit offered to 

U.S. military veterans with the intent of improving overall quality of life in the face of 

functional impairment resulting from PTSD. As discussed in Chapter 3, servicemembers 

returning from combat face a number of hurdles in accessing these benefits. Notably, 

veterans have encountered long wait times for receiving treatment from the VA and 

backlogs in disability claims processing. Advocacy groups have mobilized to respond to 

benefits access issues, and in many cases this advocacy is one part of a multipronged 

approach to concerns about access (also including access to benefits related to physical 

health problems). For example, the so-called “big six” VSOs (discussed in Chapter 2) 

prepare an independent budget each year to provide recommendations for policymakers 

and to serve as a means for informing and educating the VA, the general public, the 

Presidential Administration, and Congress, about the pressing issues affecting VA care 
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and benefits (AMVETS et al. 2013). The budget lists access to high-quality medical care 

as a guiding aim. Many VSOs, particularly those which were Congressionally-chartered, 

assist veterans with the preparation, presentation, and prosecution of claims (U.S. 

Department of Veterans Affairs 2013e) 

Despite advocates’ core focus on VA benefits, many of these same advocates 

express a broader set of PTSD-related concerns. Although these grievances tend to fit one 

or more of the three health social movements categories, the overlapping and interacting 

properties of these grievances are neglected by these discrete health social movements 

categories. Notably, these grievances all relate in some way to disease prevention or 

treatment, but health social movements frameworks do not elucidate the interrelation of 

treatment- and prevention-related grievances. 

To aid in better understanding this range of veterans’ grievances, I have adapted 

Link and Phelan’s (1995) fundamental causes model. This model describes a continuum 

of the ways in which risk factors and their relationships to disease are socially 

constructed, framed, represented, and understood. They argue that individually-based risk 

factors need to be contextualized against social-structural factors, or fundamental causes. 

A fundamental cause is much greater than individual-level risk factors such as diet or 

exercise, or even the immediate environmental or social-structural backdrops against 

which these risk factors manifest. A fundamental cause, Link and Phelan argue, involves 

disparate access to resources among various social groups. Those with access to 

resources can and will avoid risk factors to prevent disease whenever possible. Even if an 

individual or society eliminates the immediate causes of disease, the underlying 
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fundamental causes remain in place, and thus certain groups of individuals will remain 

more vulnerable to disease in general. 

I adapted fundamental cause theory into a new model (shown in Figure 5) which 

positions veterans’ advocates’ grievances pertaining to PTSD on a continuum of 

causality, which ranges from fundamental causes to contributing factors and resulting 

states of mental illness. Borrowing from fundamental cause theory, the model illustrates 

how PTSD in a military context is perceived by some advocates as a result of much more 

than individual risk factors such as whether an individual is exposed to trauma or is 

susceptible to experiencing functional impairment as a result of that trauma. Instead, 

some advocates problematize the very structural conditions that place certain 

disenfranchised individuals at risk for trauma in the first place.  

Figure 5: Continuum of Causality for War-Related PTSD 

 

 

In the model, I position access to mental health treatment and disability 

compensation as downstream factors which seek to improve the well-being of veterans 

suffering from PTSD or a set of symptoms which may be diagnosed as PTSD. With this 

model, I position the Afghanistan and Iraq wars, lack of economic opportunity, 
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aggressive recruiting practices, and multiple deployments as upstream factors. Without 

the initiation of the U.S.-led wars, the recruitment of servicemembers to fight these wars, 

or the repeated deployment of servicemembers, the prevalence of PTSD would likely be 

lower.
3
 I position midstream factors in the middle of continuum to account for factors 

which target neither the root cause nor the end result. Instead, these intermediate 

grievances aim to change factors inhibiting widespread responses to PTSD (that is, PTSD 

downplaying or misdiagnosis, stigma, and lack of outreach and awareness). In sum, 

upstream factors are fundamental causes of PTSD, midstream factors contribute to 

negative outcomes associated with PTSD, and downstream factors address the resulting 

situation once PTSD has ensued. 

Importantly, a factor’s position on the continuum corresponds to its level of direct 

relevance to the biomedical community. I define this relevance by whether the grounds of 

contestation and debate and the range of potential solutions are biomedical in nature. 

Upstream factors are non-biomedical phenomena, and the solutions that one might 

imagine to address them are entirely non-biomedical. For example, curtailing war is not a 

biomedical issue, nor would it require a biomedical solution. In contrast, downstream 

factors are generally considered problems of medical care access and thus have direct 

implications. For example, treatment entails services such as psychotherapy or 

pharmacotherapy offered by psychiatrists, psychologists, or other medical or social 

services professionals. Disability compensation, while financial in nature, is directly 

contingent upon a person’s level of functional impairment as determined by medical 

professionals. Midstream factors are quasi-biomedical in nature in the sense that the 

                                                 
3
 Research has suggested that the incidence of PTSD is higher among servicemembers who deploy multiple 

times (Armed Forces Health Surveillance Center 2011; Phillips et al. 2010; Mental Health Advisory Team 

2006). 
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contestation of and potential solutions to these issues only partially or sometimes revolve 

around biomedical phenomena. For example, mental health stigma and stigma reduction 

may be adopted by individuals or organizations within the public health and medical 

communities, but stigma is much more than a biomedical problem requiring a biomedical 

solution. A true reduction of mental health stigma would likely involve a broad shift in 

culture beyond the biomedical realm. 

As noted above, access to benefits is a primary concern for virtually all advocates 

focused on PTSD or mental health issues generally, but there exists concurrently a range 

of grievances that is much broader, also targeting midstream and downstream factors. 

Along with these grievances are a range of advocacy mechanisms that roughly 

correspond to the different grievances. I illustrate these advocacy mechanisms in Figure 6 

as functions of the grievances addressed and advocates’ self-perceived status as a 

political insider or outsider. More specifically, the x-axis represents the continuum of 

grievances expressed by advocates, and the y-axis represents whether advocates 

perceived themselves as political insiders or outsiders. The overlapping nature of these 

advocacy mechanisms in Figure 6 signifies that certain types of advocates used varied or 

multiple advocacy mechanisms. So, for example, institutionalized advocacy was used by 

a limited number of well-established veterans groups and addressed only downstream 

grievances. In contrast, legal action was used by a broad range of veterans’ advocates and 

targeted a wide range of grievances, to include both downstream and midstream 

grievances. 
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Figure 6: Advocacy Mechanisms (as a Function of Grievances Addressed and 

Advocate Insider/Outsider Status) 

 

 

Below I explore the range of grievances and the various mechanisms used by 

advocates to draw attention to these grievances and engender change. I first outline the 

common tactics used by advocates focused on downstream issues (that is, access to 

benefits), and then discuss the strategies used by advocates concerned with midstream 

issues (that is, PTSD denial and downplaying, stigma, and outreach and awareness) and 

upstream factors (that is, the Iraq or Afghanistan wars, lack of economic opportunity or 
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aggressive military recruiting, or multiple deployments). I also discuss how certain 

grievances, particularly upstream grievances, sometimes appear to go unaddressed. 

Institutionalized Advocacy: Downstream Grievances 

Advocates whose focus was primarily or solely “downstream” grievances tended 

to utilize mainstream political channels to address these grievances, and were generally 

affiliated with mainstream VSOs, a highly institutionalized type of veterans’ advocacy 

organization (as described above). Some advocates operating within the political 

mainstream were affiliated with the “big six” VSOs, a group of prominent, mainstream 

VSOs (discussed in Chapter 2). This type of advocacy was highly reliant on the 

relationships between these VSOs, Congress, and the VA. This form of advocacy thus 

involves advocates’ direct interaction with Congress (for example, via Congressional 

testimony or informal feedback to Congressional committees) and direct interaction with 

federal agencies, most notably the VA. It is important to note that the focus here is 

largely on the VA, rather than the DoD. Although the DoD does provide medical care for 

active-duty servicemembers, most of the advocacy related to access to benefits centers on 

the VA, since it is the VA’s mission to care for America’s veterans and survivors of 

servicemembers killed in in the line of duty (U.S. Department of Veterans Affairs 

2013b). 

Policy concentrated on access to benefits typically originates from interaction 

between the VA, Congress, and one or more of the larger, more mainstream VSOs. This 

“iron triangle,” or powerful and tightly-bounded triad of organizations (Adams 1981, 

Rourke 1984, Scott 2004), is a highly institutionalized formation. Its insular nature does 

not allow for political outsiders or non-dominant thought to infiltrate political decision-
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making. In the case of the VA, VSOs, and Congress, each organization has slightly 

different goals and accountability to a different set of constituents. These organizations 

work in conjunction with one another to further their own agendas, and the VSO’s 

agendas are often aligned with the VA’s. In particular, these social actors work to achieve 

and maintain widespread access (as medically appropriate) to veterans’ benefits. Mental 

health issues advocated for by VSOs generally, and in some instances the “big six” 

VSOs, include adequate screening, accurate diagnosis, the provision and expansion of 

evidence-based treatments, and the difficulties of proving exposure to a traumatic event.
4
   

The ensuing sections highlight the relationships within the “iron triangle” that 

were particularly salient to interviewees, rather than providing a comprehensive analysis 

of these relationships. In the following sections I illustrate the interrelationships of 

Congress, the big-six VSOs, and the VA (specifically the Veterans Benefits 

Administration and the Veterans Health Administration). I note that the VA and the “big 

six” VSOs tend to work synchronously; that Congress and the VSOs are continually 

working with one another to reach agreement; and that Congress and the VA have 

exhibited adversarial interaction, particularly during the early years of the wars as PTSD 

was just gaining widespread recognition. 

VSOs and the VA: Synchronizing Similar Agendas 

The VSOs and the VA have a long-standing relationship and closely intertwined 

roots. The VA was developed to care for America’s veterans, and many VSOs were 

developed to assist veterans in obtaining benefits from the VA (U.S. Department of 

Veterans Affairs 2013b). Both advocates and public officials reinforced that the VSOs 

                                                 
4
 These efforts do not represent the full range of “downstream” advocacy related to mental health benefits; 

rather, they represent a small sample of the full range of efforts. 
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are deeply interwoven into the history of the VA, and noted that their agendas are 

typically overlapping. For example, one advocated stated:  “We [as advocates] support 

the VA system. It's a system built for veterans designed to assist veterans and our 

membership... we are advocates for the system.” Likewise, one public official noted: 

“The VSOs… they don't like to not support the VA... they're the biggest supporters of the 

VA, for sure.” Moreover, the VSOs and the VA work in close conjunction with one 

another on an ongoing basis. As one public official described:  

[Leaders of the “big six”] veterans’ service organizations meet with the Secretary [of the 

VA]… on a monthly or quarterly basis… [and] work very closely with VA at the highest 

levels… If you don't have the buy-in of the service organizations nothing is going to 

move [in Congress]. Nothing is going to change.  

 

Although these VSO’s and the VA most often work in conjunction with one another, 

some advocates noted that their relationship has the potential to be confrontational. For 

example, one veterans’ advocate noted: 

We're not afraid to bring up the tough questions and if they're failing or there's gaps in 

services, we certainly you know have to bring those shortfalls to light but in a way not to 

be like… we wouldn't do a press statement that you know is just inflammatory.  We're 

always going to try back channels first. 

 

Veterans’ advocates working for VSOs are highly entrenched in Washington politics, and 

have gained a powerful stance in part because of their collaboration and consolidated 

voice with other advocates. The Independent Budget, described above, is an example of 

this.  

 Some public officials perceived the close relationship between the VA and the 

influential VSOs to be problematic, since the VSOs work in close collaboration with the 

organization upon which they (ostensibly) maintain a critical eye. For example, one 

public official stated: 

The [Veterans Benefits Administration] to the contrary was an incredibly closed 

incestuous system,and not only were they closed in on themselves, but when you pried 
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them apart in the middle, you found the Veterans service organizations who are part and 

parcel of the Benefits Administration.   

 

Further, some public officials noted that there is no countervailing force to the VSOs 

because such an arrangement would be perceived as “anti-veteran” and thus politically 

unacceptable. Indeed, the “iron triangle” of veterans’ policymaking facilitates a powerful 

dynamic between the VA and the VSOs (particularly the “big six” VSOs) which effects 

change and maintains open channels of communication. However, this relationship also 

inherently necessitates a high level of collaboration and agreement between both the VA 

and the VSOs, thus preventing extreme dissidence or critiques of the other’s actions. In 

essence, this relationship prevents the “upstream” grievances and outsider advocates 

illustrated in Figures 5 and 6 from infiltrating the highly institutionalized political 

advocacy process.       

Congress and the VSOs: Relationships of Compromise 

Advocates also maintain a close relationship with Congress, in part through their 

relationships with the staff of Congressional committees, in particular the House 

Committee on Veterans Affairs and the Senate Committee on Veterans Affairs. Through 

these channels, the VSOs, and particularly the “big six” VSOs, are a notable driver of 

policy change. For example, one Congressional staff member noted: “[The VSOs] are 

almost always the impetus for change, almost always. They're the ones that bring… an 

issue to the committee, almost without fail. Or they bring it to a member of Congress.” 

Moreover, Congressional staff members expressed a need to gain VSO buy-in, and a 

tendency to negotiate when disagreement arises. For example, both Congressional staff 

and VSO staff described these relationships of compromise: 
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And, and if the VSOs don't agree, you know then we try and work something out, you 

know you can always try and compromise. It's always a compromise. 

 

We [as advocates] would have to go up to the Hill and really talk with the member who is 

upset because we're not supporting their legislation. And they want to explain why, and 

we want to explain our position and why we don't think that's a good idea and how we 

could help maybe to shape or re-craft that legislation [into] something beneficial.  

 

Congressional staff expressed an interest in negotiating and compromising in an 

effort to avoid an “embarrassing” situation wherein the VSOs do not support a 

proposed bill. 

Congress and the VA: (Often) Adversarial Interaction 

As a government agency, the VA is obligated to implement laws passed by 

Congress (and signed by the President). As such, the VA is frequently faced with new 

mandates. The VA’s relationship with Congress can be adversarial when the VA does not 

agree with the intentions of Congress. At least this has been the case in regard to PTSD. 

Congressional staff members noted that interaction with the VA during the legislative 

process has sometimes been characterized by disagreement: 

It's just a matter of, you know, [the VA] want[s] to do stuff and we don't want them to do 

it. And then we want them to do stuff and they don't want to do it. And so you kind of 

reach an impasse sometimes… The VA has some very, very, very, very smart, hard-

working wonderful people. But yeah, so they fight back a lot. And that is a true 

statement. 

 

Congressional staff members also noted that the VA sometimes implements new laws 

differently than Congress had intended. For example, one Congressional staff member 

noted:     

[The VA] might implement a bill, legislation, or law, but not necessarily with the intent 

of Congress. They may read the intent of Congress differently than the intent of 

Congress—than actual Congress. Then they'll say we do not believe it was the intent of 

Congress. 

 

Similarly, a veterans’ advocate noted these discrepancies in implementation, along with 

difficulty in enforcing VA non-compliance: “Congress, the people on the Veterans 
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Affairs Committee[s] in the House and the Senate are so frustrated with the VA; they pull 

their hair out… They get sold a bill of goods; they get told they're working on it… [and] 

nobody ever enforces it.” Resistance to the creation of specific legislation and variance in 

implementation of legislation were reported by some interviewees to be particularly 

salient during the early years of the Afghanistan and Iraq wars. Moreover, as described in 

Chapter 3, resistance to and variance in implementation are apparent in publicly available 

documents.  

In sum, the interrelationships among the VSOs (particularly the “big six” VSOs) 

the VA, and Congress create a highly institutionalized system wherein the VSOs and the 

VA wield substantial power in the policymaking arena, and whereby the VSOs can act as 

agents both of the VAs interests and veterans’ interests via negotiations with Congress. 

The VSOs thus occupy a powerful position, which, as some public officials expressed, 

lacks a countervailing force. Because of this close and institutionalized relationship 

between the VSOs and the VA, it is unlikely that these mainstream advocates can or 

would target, in a substantial way, factors that are outside the VA’s purview—for 

example, the upstream factors listed in Figures 5 and 6, which lie distinctly outside the 

biomedical realm. 

This institutionalized system of advocacy and policy change focuses on 

downstream access to care issues, and thus a type of advocacy that focuses on improving 

veterans’ quality of life through biomedical channels. Moreover, many VSOs are 

pressing for increased widespread surveillance and treatment of mental health issues, 

themes which are indicative of an increasing biomedicalization of veterans’ mental health 

advocacy (Clarke et al. 2003, Clarke et al. 2010). Clarke and colleagues define 
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biomedicalization as “the increasingly complex, multisited, multidirectional processes of 

medicalization that today are being both extended and reconstituted through the emergent 

social forms and practices of a highly and increasingly technoscientific biomedicine” 

(Clarke et al. 2003:162). Specifically, biomedicalization involves the expansion of 

medical jurisdiction through the politico-economic reconstitution of the biomedical 

sector, a focus on health itself and amplification of health surveillance in the face of 

(disease) risk, an increasing reliance on technoscience, transformations in the production 

and distribution of knowledge, and an increase in customized transformations of bodies 

and identities. In the case of veterans’ mental health advocacy, not only are the 

downstream grievances biomedical in nature, but biomedical systems have spawned to 

respond to these grievances. For example, advocates have pushed for technoscientific 

solutions for disease identification and surveillance, and increases in treatment. The 

resulting solutions are often emergent, highly technoscientific treatments (for example, 

Deen, Godleski and Fortney 2012, McLay et al. 2012)  

Legal Action: Midstream and Downstream Grievances 

In 2007, two veterans’ advocacy groups filed suit against the VA in Veterans for 

Common Sense et al v. Nicholson et al. (as described in Chapter 3). Many of the 

grievances articulated in the lawsuit involved downstream issues such as delayed mental 

health treatment or delayed or denied disability benefits claims. But in addition, the 

advocates who filed suit noted several grievances that can be considered under the 

midstream “PTSD downplaying or misdiagnosis” category listed in Figure 5. Notably, 

the plaintiffs asserted that the VA has consistently presented misleading statistics related 

to the waiting times for benefits, costs of benefits, number of veterans in need of services, 
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type of care available, and adequacy of screening procedures. The plaintiffs also asserted 

that the VA had failed to collect adequate statistics on a range of topics including the 

prevalence of PTSD, and emphasized that the VA had exerted pressure on the on its 

adjudicators to deny claims or deliberately underrate the severity of disabilities. The case 

also highlighted issues of personality disorder misdiagnosis (as described in Chapter 3). 

Several other lawsuits also sought to provide recompense for veterans. For 

example, in 2008 the federal government settled a lawsuit filed by nearly 2,200 veterans 

discharged between 2002 and 2008 with PTSD disability ratings of lower than 50 

percent, a designation automatically afforded to veterans discharged with PTSD after the 

implementation of a 2008 policy (U.S. Department of Defense. Undersecretary of 

Defense for Personnel and Readiness 2008). This settlement enabled these veterans to 

obtain additional disability compensation benefits. In 2011, the Veterans Legal Services 

Clinic at Yale Law School filed a federal class-action lawsuit (Vietnam Veterans of 

America v. U.S. Department of Defense et al.) on behalf of Vietnam Veterans of 

America, arguing that many veterans had been denied honorable discharges due to 

undiagnosed PTSD. In sum, lawsuits have been filed by a range of veterans and advocacy 

groups, ranging from political insiders to those operating outside the political system. 

Moreover, their grievances cover a range of downstream and midstream issues including 

access to care and benefits and midstream topic such as lack of proactive mental health 

outreach and awareness efforts on the part of the federal government. Incidentally, 

veterans’ legal action has not targeted upstream issues, which, as larger structural factors, 

likely do not lend themselves to topics of suit. 
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Awareness Building: Midstream Grievances 

Some advocates focused on midstream advocacy in addition to or instead of 

upstream or downstream advocacy. Advocates whose focus was primarily or solely 

“midstream” grievances focused on one or more of the following factors, broadly 

speaking: reducing mental health stigma, increasing outreach for and awareness of mental 

health issues and benefits, or combatting PTSD downplaying or misdiagnosis. Although 

each of these grievances is quite different, implicit in each is a desire to change behavior 

on a large scale to improve the well-being or mental health outcomes of servicemembers 

and veterans. The mechanisms for addressing these midstream issues tended to involve 

awareness building as (potential) catalysts of behavior change.  

Building Awareness of PTSD or Mental Health Services 

Many veterans who were engaged in midstream advocacy, particularly those 

operating within or on the border of  the political mainstream, focused on reducing 

mental health stigma or increasing outreach and awareness of mental disorders or mental 

health benefits, notably VA benefits. Often, these two aims were approached as one, 

given the often-presumed relationship between mental health stigma and fear of seeking 

treatment. These grievances were often targeted through public awareness campaigns run 

by veterans’ groups or other non-profit organizations. In some instances, advocates also 

expressed support for anti-stigma initiatives run by the VA or DoD. For example, the VA 

has named June PTSD Awareness Month, and a range of events and activities have 

emerged in conjunction with it (U.S. Department of Veterans Affairs 2013a). Underlying 

these various efforts appears to be a belief that educating and empowering individual 
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servicemember or veteran is critical to increasing their well-being or mental health 

outcomes. 

 Despite frequent support for this type of awareness building, other advocates, 

particularly those focused on upstream issues, expressed skepticism of the value of these 

types of advocacy efforts. For example, one veterans’ advocate stated: 

So I'm searching on the internet for these nonprofits to do what they claim to do and you 

know there is no "there" there… Everybody has a nonprofit to raise awareness. The 

mission statement is to raise awareness and to help coordinate the efforts… [It’s] all 

about raising awareness, like you don't have awareness already? 

 

Further, some veterans’ advocates and public officials suggested that the host of new 

advocacy groups may divert money from efforts that could otherwise work in close 

coordination with the VA, which has been addressing mental health issues among 

veterans for decades. For example, one veterans’ advocate stated: 

You're back at reinventing the wheel … I'm sorry, [but] what do [these organizations] 

bring to the table? [One organization] wanted to have nothing to do with the VA… [but] 

they wanted the VA to give them money… But my point is that it was this glitzy sort of 

thing, we're going to take care of Vets and it's what we're doing, and never mind that 

there are already people out there. 

 

Some of these advocates perceived that these awareness-building efforts serve a public 

relations-type function for the federal government, whether or not intentionally. In other 

words, media campaigns seeking to reduce mental health stigma or increase outreach and 

awareness of benefits convey the impression that government and political actors are 

striving to improve the well-being of servicemembers and veterans with PTSD, 

regardless of whether they indeed are doing so in measurable ways. 

Building Awareness of Injustice 

Some veterans’ advocates, particularly those operating outside or on the border of 

the political mainstream, expressed that political downplaying or misdiagnosis of PTSD 
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was a concern. These advocates often sought to build awareness of these injustices as a 

key strategy for catalyzing change. The military’s high rate of personality disorder 

diagnoses was a particularly salient point of contestation for many of these advocates. As 

discussed in Chapter 3, the personality disorder issue had been recognized by some 

advocates early during the wars, although it first garnered national attention in an April 

2007 story in The Nation. Vietnam Veterans of America later took up the cause, 

publishing a study conducted by affiliates of the Veterans Legal Services Clinic at Yale 

Law School. The report relied on documents obtained through the Freedom of 

Information Act to highlight that tens of thousands of military personality disorder 

discharges were conducted illegally as a result of non-compliance with DoD policy. The 

Veterans for Common Sense et al. v. Nicholson et al. lawsuit too served as a forum for 

exposing injustices including, but not limited to alleged personality disorder 

misdiagnoses. Linkages between veterans’ advocates and media or research became a 

powerful tool for awareness of injustices, as advocates were determined to make 

policymakers and the general public aware. 

In sum, midstream grievances focused on awareness building, but in two distinct 

ways that reflected advocates’ different definitions of the problem. Advocates operating 

within or on the border of the political mainstream tended to problematize mental health 

stigma and a lack of willingness to seek treatment. Thus, they sought to remedy the 

problem by raising awareness of mental disorders themselves as well as the channels for 

seeking treatment. This definition of the problem inherently places the onus on the 

servicemember or veteran to resist stigma by seeking mental health services and benefits 

(Link and Phelan 2001, Sayce 1998), and relies on the media as a means for encouraging 
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those behaviors. In contrast, advocates operating outside of or on the border of the 

political mainstream tended to problematize the practices of military-related institutions. 

Thus, they sought to remedy the problem by raising awareness of the injustices enacted 

by those institutions, so as to engender public and political pressure for those institutions 

to change. 

Community Organizing and Demonstration: Upstream Grievances 

Advocates whose grievances extend beyond “downstream” issues to include 

“upstream” issues
5
 tended to utilize advocacy mechanisms outside mainstream channels.

6
 

These mechanisms included demonstrations, media campaigns, and other forms of 

community organizing such as grassroots chapter building. Some upstream grievances, 

notably those related to the lack of economic opportunity for (potential) military recruits 

or aggressive military recruiting practices, were expressed by advocates but tend to go 

unaddressed, apparently in part as a result of a number of social and financial barriers 

encountered during their advocacy activities.  

Many advocates reported discontent with the repeated deployment of 

servicemembers to the wars in Afghanistan and Iraq. For example, one advocate stated: 

That [advocacy effort] was developed by doing outreach to active duty people, and it was 

becoming clear that one of the biggest issues that folks were facing is multiple 

deployments and not receiving adequate care, either physical but primarily mental health 

care, from their previous deployments but then facing you know, another deployment 

back to Iraq or to Afghanistan for most people these days… And just, you know, folks 

were reporting all sorts of problems. 

 

                                                 
5
 Although these upstream grievances relate to a range of potential effects (for example, physical health 

outcomes) in addition to PTSD or mental illness, mental health issues were seen as one significant 

consequence of these upstream phenomena.    
6
 Some advocates targeting upstream grievances reported interacting with Congress, although this did not 

appear to be their primary channel for advocacy. 
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Unlike other upstream grievances, this appeared to be a more politically approachable 

topic for some. Other advocates reported discontent with the Afghanistan and/or Iraq 

wars in and of themselves. 

Still others expressed discontent with the fact that certain servicemembers may 

have perceived there to be few economic opportunities for them other than to join the 

military. For example, veterans’ advocates stated:  

That was her reason for joining [the military]. She was turned down for a job… and some 

of the people joined because they expected they would [get the] GI benefit for college 

and stuff like that, but if you look at a large percentage of the population, they are 

economically depressed kids.  

 

Some veterans’ advocates relayed that this had indeed been their experience when they 

chose to enlist in the military. Moreover, some advocates suggested that the military’s 

aggressive recruiting practices have encouraged economically disenfranchised 

individuals to join, even though it may not be their preferred option. In essence, several 

veterans’ advocates described what one labeled as an “economic draft.” Moreover, one 

public official noted that as long as military recruiting efforts are successful, there is little 

incentive to recognize fully and treat mental health issues in the military arena: “There is 

just a clear commitment to not deal with [the mental health of servicemembers and 

veterans], because why deal with it?  We're cool, as long as those poor folks from [rural 

areas] want to go in the military.” Despite the saliency of social class and recruitment 

issues among advocates, there appeared to be a lack of clear channels for advocating for 

these issues. 

Unaddressed Grievances 

Some advocates reported lacking an outlet for certain grievances, particularly the 

upstream grievance concerning poor economic opportunity for certain (potential) military 
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recruits. So, for example, advocates often held a range of grievances against which they 

were actively advocating for, either through mainstream or grassroots channels; however, 

they were unable or unwilling to address the underlying social class factors. The upper 

right section of Figure 6 visually depicts this phenomenon. It is unclear exactly why, on 

the one hand, these issues remain highly salient but, on the other hand, have not 

commonly been addressed by advocates. In other words, these grievances have not been 

taken up as formal positions by many veterans’ advocacy groups. 

 Several barriers appear to impede some advocates from translating their 

grievances into formal organizational positions or aims. These barriers, broadly speaking, 

included a lack of access to social and financial capital. Some advocates reported not 

being able to access influential social groups or individuals because of their political 

views, which are perceived by some as radical (that is, they problematize the actions of 

powerful U.S. political, military, and corporate interests). For example, veterans’ 

advocates noted:   

If you actually do the real work that requires you to actually expose problems and shed 

light on things that are not very favorable… at the end of the day, you don't get invited to 

the White House to the Christmas party and you know, and everybody wants to be at the 

table. 

 

In 2006 the DOD was mandated—a congressional mandate—to go around the country 

and do meetings and talk about mental health [and] it was interesting. They would 

announce the meetings, the public meetings, about ten minutes before they were going to 

happen... So then, [the DoD] cut the time for public testimony because nobody showed 

up. 

 

Other advocates reported similar barriers to advocating at a grassroots level within 

military social circles, which reportedly resist voices that question dominant (military) 

thought.  For example, one veterans’ advocate noted: 

Well, organizing in a military town as I'm sure you can imagine, is not easy work. You 

know, when you live on a military base, it's kind of like a town within a town. So, and the 

commanding general of that base is the mayor of the town, so, so the, the generals of the 
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bases often set the tone for how the rest of the command will treat these types of 

activities… so just, it's a hostile environment to begin with [for] our type of politics. 

 

Moreover, consistent among advocates working toward one or more upstream grievances 

was an acknowledgement of their outsider status in relation to more mainstream veterans’ 

advocates. 

 In addition, advocates noted financial barriers, which often corresponded to their 

social exclusion and lack of ability to fundraise through mainstream channels—for 

example, corporations or foundations. Several veterans’ advocates noted: 

You can take a look at their [tax forms] and ours and... If you, you don't take a position 

on [issues perceived as radical], overtly, then that opens you up to corporate sponsorship 

and that sort of stuff.  But when you're vocal and political as we are, then… we're maybe 

viewed as a loose cannon or liability or whatever. 

 

The Bill Gates of the world or whatever, they don't want to be seen giving money to 

those who think outside of the box and maybe come to your neighborhood and lift up the 

rug and show the whole neighborhood how dirty you are. 

 

In sum, certain advocates’ statuses as political outsiders involved a lack of access 

to both financial and social capital from which other advocates often benefit. This 

lack of access appears to impede some advocates from translating their 

unaddressed grievances into more formal or vocalized formal positions or aims.  

Conclusion 

Social movements related to health have been in existence for well over a century 

(Brown and Zavestoski 2004), and the sociological scholarship of recent decades has 

documented and explained these movements. However, in this era of rapid social, 

technical, and biomedical change (Clarke et al. 2003, Clarke et al. 2010), health social 

movements too are in flux. This chapter highlighted one such dynamic health social 

movement, the veterans’ mental health social movement. In this chapter, I presented three 

primary interrelated findings pertaining to this movement. First, I argued that veterans’ 
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advocates express a range of grievances pertaining to PTSD-related diagnosis, treatment, 

and disability compensation. This range of grievances involved a variety of definitions of 

the nature and origin of PTSD. As such, these diverse grievances can best be categorized 

on a continuum of disease causality. Specifically, I apply a framework elucidating the 

fundamental causes of disease (Link and Phelan 1995) in order to describe these 

grievances. Notably, much veterans’ advocacy pertaining to PTSD is focused on issues of 

access to mental health care or disability benefits and thus highly focused on biomedical 

definitions of and technoscientific solutions to the problem. Second, I charted the range 

of mechanisms used by advocates to address these grievances. These mechanisms 

spanned from highly institutionalized political advocacy to less formal community 

organizing and demonstrating. Moreover, the mechanism utilized tended to vary by the 

grievance addressed and by advocates’ self-defined status as a political insider or 

outsider. Third, I also highlighted how some veterans’ advocates lacked an outlet for 

certain grievances, particularly those pertaining to poor economic opportunity as a reason 

for joining the military and thus as an upstream or fundamental cause of war-related 

PTSD. 

In conjunction, these findings lead to at least two broader theoretical and practical 

implications. First, these findings represent a further articulation of health social 

movements theory and, in particular, how this theory extends beyond any one typological 

category put forth by health social movements theorists. More specifically, veterans’ 

mental health social movements fit the embodied health movements category in many 

ways, but also qualify as health access movements and constituency based movements. 

Like embodied health movements, veterans mental health social movements challenge 
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disease aetiology, treatment, and prevention (Brown et al. 2004). However, unlike 

embodied health movements they do not focus on illness experience as understood by the 

individual, since these movements are often composed of individuals who do not have 

PTSD and are not intimately attached to the experience of the illness. Moreover, given 

that many, if not most, veterans’ mental health movements are involved in mental health 

care access issues, these movements can be appropriately categorized as health access 

movements. Similarly, these movements are in many ways constituency-based, as they 

focus on the rights and entitlements of veterans, and in some cases the economic 

injustices experienced by veterans. Given the cross-cutting nature of veterans’ mental 

health social movements, a more nuanced way of describing these movements was 

needed. 

Seemingly disparate veterans’ advocate grievances are in fact interrelated, and, as 

such, they required an integrating framework wherein each grievance could be viewed 

and analyzed vis-à-vis the other. The concept of prevention, broadly defined, served as an 

axis around which to understand these many grievances. In several ways, these 

grievances can be understood through, or categorized within, the three levels of 

prevention articulated by public health models: primary prevention (prior to disease 

onset), secondary prevention (after disease onset), and tertiary prevention (after disease 

detection) (for example, Reisinger et al. 2012). That is, veterans’ advocate grievances 

target issues of early prevention as well as detection and treatment.  However, many 

veterans’ grievances were focused on much more than prevention; they concentrated on 

what Link and Phelan (1995) label as fundamental causes. Thus, I drew from these 
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authors’ work to align advocate grievances on a continuum which incorporates these 

upstream fundamental causes of disease.  

In this study, the fundamental causes of disease were perceived by advocates to be 

the Afghanistan and Iraq wars themselves, lack of economic opportunity or over-

aggressive military recruiting, or the multiple deployments of servicemembers. 

Consistent with fundamental cause theory, even if the direct or immediate causes of 

disease are removed, underlying social-structural factors (often related to one’s access to 

resources) would still exist and would thus expose certain individuals to disease risk, 

generally speaking (Link and Phelan 1995). More specifically, in the context of this 

study, servicemembers (in relation to non servicemembers) would be more likely to 

suffer negative war-related outcomes, including but not limited to PTSD. As suspected by 

advocates, and as indicated historically by research (Lutz 2008, Rostker 2006), people of 

a lower socioeconomic status are more likely to join the military and therefore to 

encounter negative health outcomes associated with war. In essence, the true causes of 

PTSD are temporally rooted in factors and situations that exist long before a person 

chooses (or in past war eras, was chosen) to go to war. As exemplified by this chapter’s 

incorporation of fundamental cause theory into health social movements theory, social 

movement grievances can be mapped in ways that transcend and complicate the 

boundaries of the arguably rigid health social movements typologies (Epstein 2008). 

Second, these findings highlight that much social movement activity occurs 

through highly institutionalized political channels. These channels involve close 

relationships between the VSOs (particularly the “big six” VSOs) and the VA. Through 

close coordination, common goals, and a cautiousness not to criticize or alienate the 
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other, their activities become highly aligned. These VSOs exhibit advocacy efforts almost 

solely focused on access-to-care and related issues of increased screening. In other words, 

these veterans groups seek to improve veterans’ quality of life and ameliorate trauma-

related suffering through downstream biomedical channels. In essence, veterans’ mental 

health advocacy is highly biomedicalized (Clarke et al. 2003, Clarke et al. 2010).  

In juxtaposition to this biomedicalized advocacy, several veterans’ advocate 

grievances stretched beyond access-to-care issues, although these broader grievances 

appeared less common than access-to-care issues and in some instances were not 

addressed at all. Many upstream issues did not appear to be accepted in mainstream 

advocacy circles; nor did they garner substantial funding and support. In many ways, 

these findings are consistent with resource mobilization theory (McCarthy and Zald 

1977), which explains collective action as a result of both resources and rational 

orientations to action that leads to measurable gains. For resource mobilization theorists, 

the resources available to social movements and thus the number of new movements vary 

directly in relation to the resources available. In the context of this study, veteran 

advocacy efforts that garner substantial financial support appear more likely to achieve 

success and longevity than efforts without substantial funding. 

Thus, this dissertation was in many ways a case study of how certain social 

movements (and social movement actors) hold a dominant status in the military arena at 

least in part because of their access to resources. Conversely, I illuminated how certain 

social movement action has become silenced. This situation, wherein certain social 

movement action becomes silenced vis-à-vis dominant social movements, is not unlike 

phenomena observed by other scholars (Arksey 1994, Hess 2004, Zald and Ash 1966). 
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Notably, Hess (2004) witnessed the co-optation of the complementary and alternative 

medicine movement by mainstream medicine. As mainstream science became more open 

to epistemic change, the complementary and alternative medicine movement became 

subsumed within the larger umbrella of medicine and lost its distinct countervailing 

voice. In the case of veterans’ mental health advocacy, certain non-dominant movements 

appear to have been silenced, but the mechanism at play is quite different; it is one of 

suppression rather than co-optation. Simply put, upstream veterans’ advocacy became 

suppressed by downstream advocacy because of a lack of access to resources and scant 

political support (which were often intertwined). Thus, it appears that veterans’ advocates 

and groups who might otherwise have pressed for upstream issues gravitated toward 

downstream causes tied to funding and political support. These downstream issues were 

biomedical in nature; thus, this situation may represent a restrictive new condition among 

veterans’ social movements, and perhaps one wherein anti-war or inequality activism is 

channeled into biomedical phenomena. It appears that this is a new era of biomedicalized 

veterans’ advocacy. 
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CHAPTER 6. CONCLUSIONS  

 This study was a social-historical examination of the social action surrounding 

war-related PTSD during a decade of U.S-led war in Afghanistan and Iraq (from 2001 to 

2012). It is the only known study which examined how PTSD has been continually 

constructed during this period and which emphasized the policy and politics associated 

with the disorder. In this study, I made four overarching, interrelated assertions about the 

way PTSD has been constructed and responded to in the U.S. military arena. First, I 

outlined the key social actors within what I refer to as the military mental health arena 

(Chapter 2). Second, I argued that the period between 2001 and 2012 can best framed as 

three successive phases of response, during which the federal government incrementally 

acknowledged and addressed PTSD, and typically did so in the wake of negative media 

attention and Congressional pressure (Chapter 3). Third, I elucidated certain key reasons 

why the response to war-related PTSD was incremental. In particular, some public 

officials and researchers believed that PTSD could be induced in or falsified by returning 

servicemembers, and compounding these concerns were perceptions that the disorder was 

costly and negatively affected military manpower (Chapter 4). Fourth, I highlighted a 

wide range of veteran advocate responses to and grievances about a lack of widespread 

prevention, diagnosis, and treatment of PTSD. I argued that there existed a widespread 

channeling of veterans’ advocacy efforts into health and mental health issues, and that 

veterans’ advocates who targeted grievance sand resources outside of the biomedical 

realm encountered difficulty accessing mainstream political channels to engender policy 

change (Chapter 5). Below, I discuss the primary theoretical implications of this study, 

and then address some of the immediate policy implications. 
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Theoretical Implications 

 In this dissertation, I touched upon five areas of sociological theory.  The social 

action covered in this study inherently related to the social construction of health and 

illness, the sociology of diagnosis, biological citizenship, health social movements, and 

biomedicalization. Below, I briefly discuss each of these theoretical areas as they pertain 

to PTSD in the U.S. military context. 

Sociopolitical Struggles and the Construction of Prevalence 
 

The findings of this study contributed to the literature on the social construction 

of PTSD, and complemented earlier works by constructionist scholars (for example, Scott 

1990; Scott 2004; see also Young 1995). Many of these earlier works focused on the 

political struggle to incorporate PTSD into the DSM-III. Over three decades later, as the 

DSM-5 is now being put into practice, my findings illustrated that a similar political 

struggle was underway between 2001 and 2012, as perceptions about the disorder’s 

nature and legitimacy varied greatly. Like Scott (1990; 2004), I argued that PTSD is a 

sociopolitical construct, and not simply a phenomenon resulting from scientific 

(biopsychiatric) discovery. That said, this study’s findings did not offer information on 

whether and in what respects PTSD is a biopsychiatric phenomenon. Instead, I adopted 

the stance that the disorder could, at least in theory, be a discernible biopsychiatric 

category as well as a sociopolitical one. 

This study’s findings also contributed to the literature on the social construction 

of health and illness by demonstrating that mental health prevalence estimates may not 

only describe or estimate the “true” prevalence of PTSD but also shape the actualized 

prevalence, or the number of individuals willing or eager to be diagnosed or treated. 
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Specifically, I demonstrated that certain public officials worked to downplay and curtail 

the perceived “high” prevalence of the disorder, and that this policy inaction may have 

decreased the actual number of individuals diagnosed with PTSD. Inversely, as veterans’ 

advocates along with some researchers and public officials felt that a substantial number 

of PTSD cases had gone undiagnosed, they prompted policy and collective action and 

may have increased the actual number of individuals willing or eager to seek a diagnosis 

or treatment. In essence, perceptions of “true” prevalence, which had been informed by 

epidemiological estimates, served as a policy catalyst (or non-catalyst). These policies (or 

lack thereof) then likely shaped whether individuals would present with symptoms of the 

disorder. Other scholars have noted how disease prevalence can be an object of 

contestation and an impetus for political or policy action (for example, Arksey 1994, 

Brown et al. 2002b). This research contributes to this literature by suggesting that 

prevalence, as an object of scientific inquiry, may exhibit a circular pattern, whereby 

prevalence estimates influence policy, policy shapes the actualized prevalence, and the 

actualized prevalence informs further prevalence estimates, and so on. 

The Sociology of Diagnosis and the “Diagnostic Imaginary” 

 The findings of this dissertation illustrated that efforts to prove the legitimacy of 

PTSD have aided in normalizing the disorder as a psychiatric category, one that is often 

viewed as an objective biopsychiatric phenomenon. However, this objectification has 

simultaneously concealed PTSD’s socially constructed nature, a phenomenon which 

sociology of diagnosis scholars termed a “diagnostic imaginary.” The diagnostic 

imaginary enables diagnostic categories to appear neutral and devoid of moral judgments 

and social influences (McGann and Hutson 2011). Indeed, as found in this study, framing 
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the disorder as a biopsychiatric construct appeared to impart legitimacy to the disorder, 

and, conversely, referring to it as a socially constructed phenomenon appeared to 

delegitimize it. This situation created a confining and precarious path for policymakers, 

as it silenced discourses about the true nature of PTSD and created a foundation for 

policy decision-making which rested, at least in part, upon discourses that elided the fact 

that PTSD was and is, at least in part, a sociopolitical construct defined by a set of 

behavioral symptoms rather than biopsychiatric phenomena. 

State-Citizen Relationships in the Face of PTSD 

This study illuminated that PTSD is in many ways political. It functions as a locus 

wherein the social contract between the government and its military, military leadership 

and the soldiers who fight in wars, and servicemembers and the larger public is 

understood, enacted, and contested. The disorder enables military veterans to be 

compensated for disability related to their mental health symptoms. In this sense, war-

related PTSD serves a unique purpose that many other mental disorders do not. 

Correspondingly, the label also signifies accountability on the part of the U.S. 

government; these symptoms are viewed as a direct result of trauma encountered during 

war. Thus, the PTSD diagnosis in the military context reflects a sociopolitical struggle of 

responsibility and accountability as much as it does a set of symptoms of functional 

impairment. In essence, the situation of PTSD among returning war-fighters exhibits a 

type of “biological citizenship” (Petryna 2002, Rose 2007, Rose and Novas 2008), or 

conception of citizenship based on the (damaged) biological body, as well as collective 

mobilization around biological identity (Petryna 2002, Rose 2007, Rose and Novas 

2008). In this dissertation, biological citizenship was exemplified through the 
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relationships between former servicemembers collecting health and disability benefits 

from the U.S. government—a relationship elsewhere described as “military citizenship” 

(Messinger 2008). However, this study’s exploration of, and thus contribution to, these 

theoretical areas was limited, and further exploration is needed. For example, military 

citizenship has not been explored vis-à-vis the social contract that the military offers to its 

recruits, whether explicitly or otherwise. It may be that because of this contract, military 

citizenship differs from other manifestations of biological citizenship which results from 

natural disasters or unexpected events (Petryna 2002). 

 Health Social Movements on an Axis of Prevention 

I expanded upon social movements theory by categorizing veterans’ mental health 

social movements on a continuum of disease causality. I argued that veterans’ mental 

health social movements often extended beyond any one typological category put forth 

by health social movements theory (Brown and Zavestoski 2004). The movement as a 

whole exemplifies aspects of health access movements, constituency-based movements, 

and embodied health movements. Moreover, the grievances of some individual veterans’ 

advocates too spanned these boundaries. Thus, I espoused the concept of prevention as an 

axis around which to categorize these movements, and, specifically, I utilized a 

framework pertaining to the fundamental causes of disease (Link and Phelan 1995). The 

resulting continuum of causality I present in this work problematized PTSD risk as a 

function of factors greater than one’s exposure to trauma. Instead, the model views PTSD 

risk, at least in part, as the result of fundamental causes, social-structural factors (often 

related to the possession of resources) which would still lead to disease of some sort even 

if the immediate risk disease factors were removed.  
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Mental Health Expansion and the Biomedicalization of Veterans Advocacy  
 

This dissertation lends evidence to theories of biomedicalization (Clarke et al. 

2003, Clarke et al. 2010) in two key ways. First, I demonstrated that there was an 

expansion of government systems of mental health care, benefits, and research. For 

example, the employment of technoscientific tools for the screening and surveillance of 

servicemembers became commonplace, and an industry of new technologies emerged to 

treat PTSD. In essence, military-related institutions increasingly sought to detect, control, 

and mitigate the effects of war-related trauma responses, and largely through biomedical 

means. Second, these findings highlighted that much social movement activity occurred 

through highly institutionalized political channels which were decidedly biomedicalized. 

Veterans’ advocacy groups sought to improve veterans’ quality of life and ameliorate 

trauma-related suffering through biomedical channels. Such advocacy appeared more 

likely to be funded and broadly supported than mobilization focused on non-biomedical 

phenomena. Thus, there appeared to be a pressure toward biomedicalization in the mental 

health advocacy efforts of veterans and veterans’ groups. 

Policy Implications 

 This study has at least four important implications for PTSD-related policymaking 

in the military arena. The first pertains to a wide range of individuals working in the 

military arena. The second is directed toward public officials. The third pertains to mental 

health researchers as well as public officials who guide research agendas. The fourth is 

focused on veterans’ advocacy groups.  

First, individuals working in the U.S. military arena would likely benefit from 

recognizing that PTSD is an often-disputed illness, and explicitly engaging in debate 
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about its challenged nature. The range of perspectives on PTSD is seldom acknowledged 

or discussed except in a limited number of media stories (for example, Dao 2012a, 

Vedantam 2005) and scientific articles which focus on the validity of technoscientific 

screening tools (for example, Elhai et al. 2000, Elhai 2004, Taylor 2007). The politics 

associated with PTSD appear to curtail this discourse, despite the fact that some 

individuals, and particularly public officials, perceive that PTSD is often induced in or 

falsified by servicemembers and veterans. Meanwhile, other individuals, and particularly 

veterans’ advocates, perceive PTSD to be an inevitable, common occurrence among war-

fighters.  Public discourses about PTSD tend to sidestep these polarized perspectives, 

despite the fact that individuals holding these perspectives appear to wield substantial 

influence on policy decisions. 

Second, the U.S. government as well as military servicemembers would likely 

benefit from increased and ongoing DoD and VA mental health planning efforts, but 

particularly at the outset of any war. As evidenced by this study’s findings, dominant 

institutional forces worked to downplay the disorder early during the Afghanistan and 

Iraq wars, and this resulted in reactive, piecemeal government policies and programs 

which arose in the wake of negative media attention and Congressional pressure. Had 

more robust and systematic mental health planning efforts been in place prior to these 

wars, it is likely that military-related institutions would have responded more quickly to 

PTSD and have been less susceptible to sociopolitical pressures to downplay the disorder. 

Such early planning efforts may have prevented or reduced long wait times for VA 

mental health appointments or disability compensation, and aided the DoD in responding 

more quickly to its burgeoning mental health problems and escalating suicide rates. The 
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need for preparation is particularly important given that strategic health and mental health 

planning efforts are often not robust and well-coordinated within the DoD (Coulter, 

Fisher and Hansen forthcoming). Similarly, systems- and process-related barriers to 

health planning have been noted within the VA (U.S. Government Accountability Office 

2004, U.S. Government Accountability Office 2006a), particularly during the early years 

of the wars. 

Third, future policies and programs and the recipients of these programs would 

likely benefit from further research of PTSD-related stigma in the U.S. military context. 

Researchers will likely need to pay particular attention to paradoxical messages that 

servicemembers and veterans may receive, whether at the individual or institutional 

levels, and how these messages impact treatment-seeking. Currently, there exists no clear 

association between PTSD-related stigma and treatment-seeking among servicemembers 

and veterans, despite the fact that this association is generally presumed (Fisher and 

Schell 2013). Moreover, it is unclear whether PTSD-related stigma is related to PTSD 

symptoms themselves, the PTSD diagnostic label, or the seeking of mental health 

treatment. These presumed associations with treatment-seeking and the nature of stigma, 

more generally, should be explored and articulated. Similarly, research should assess 

whether and to what extent servicemembers and veterans indeed experience negative 

career outcomes as a result of stigma. Without further knowledge in this area, stigma-

reduction efforts may not target the appropriate factors.  

Fourth, veterans’ advocacy groups may benefit from assessing whether their 

efforts accurately reflect the full range of their constituents’ grievances. Specifically, 

these groups may benefit from evaluating whether constituents’ core grievances are being 
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addressed, particularly if the organization focuses largely on “downstream” access-to-

care issues. Veterans’ advocacy is heavily weighted to these issues (in part by design via 

Congressional charters) despite the fact that many advocates seem to express broader and 

more fundamental concerns. It is conceivable that veterans’ advocacy groups could 

enhance their efforts internally or ally with other advocacy groups if indeed their 

constituents wish to bolster their activities which target grievances outside the realm of 

access-to-care issues. 

In sum, this research contributes to a growing body of literature which has 

fostered a better understanding of war-related trauma responses. To be impactful, 

policymakers must consider this literature and the issues it addresses even as the wars in 

Afghanistan and Iraq become mere historical artifacts. As this dissertation evidenced, 

PTSD gained a surge of attention around 2007 and in the years to follow, but the question 

remains whether this acknowledgment and response will quietly fade as returning 

servicemembers disappear into their communities, out of the media spotlight and into the 

backdrop of America’s consciousness. This is precisely what many veterans’ advocates 

fear. War-related trauma responses, although framed and understood quite differently in 

each war era, are inevitable, and will surely re-emerge amidst America’s future conflicts. 

The challenge for our nation will be to speak honestly and openly about PTSD and to 

plan accordingly for its next inevitable return.
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Appendix A: Interview Guides 

 VETERANS’ 

ADVOCATES 

PUBLIC OFFICIALS RESEARCHERS 

Introduction: Thank you for your willingness to participate. As you know, I am 

conducting a social history of mental health in the military since the start of the wars in 

Iraq and Afghanistan. 

Demographic data and organizational role: I would first like to learn more about 

you and your role in advocacy/government/research, particularly as it pertains to 

military mental health (see demographic data sheet). 

Individual attitudes/values/beliefs: I would like to learn more about your thoughts 

regarding military mental health. 

1. How has the military 

changed the way that it 

addresses mental health 

issues since the start of 

the wars? 

 

Probes: Is mental health 

viewed differently now 

than in earlier times (e.g., 

the Vietnam era)? What 

was different? 

How has the military 

changed the way that it 

addressed mental health 

issues since the start of 

the wars? 

 

Probes: Is mental health 

viewed differently now 

than in earlier times (e.g., 

the Vietnam era)? What 

was different? 

How has the military 

changed the way that it 

addressed mental health 

issues since the start of 

the wars? 

 

Probes: Is mental health 

viewed differently now 

than in earlier times 

(e.g., the Vietnam era)? 

What was different? 

2. What do you think 

brought about these 

changes?  

 

Probes: What political 

factors had an impact? 

What technological 

factors or medical 

advancements had an 

impact? 

What do you think 

brought about these 

changes?  

 

Probes: What political 

factors had an impact? 

What technological 

factors or medical 

advancements had an 

impact? 

What do you think 

brought about these 

changes?  

 

Probes: What political 

factors had an impact? 

What technological 

factors or medical 

advancements had an 

impact? 

3. How do you feel about 

these changes? 

How do you feel about 

these changes? 

How do you feel about 

these changes? 

4. How do you expect these 

changes to affect you (or 

servicemembers)? 

 

Probes: What are the 

potential positive 

consequences? What are 

the potential negative 

consequences? 

How do you expect these 

changes to affect 

servicemembers? 

 

Probes: What are the 

potential positive 

consequences? What are 

the potential negative 

consequences? 

How do you expect 

these changes to affect 

servicemembers? 

 

Probes: What are the 

potential positive 

consequences? What are 

the potential negative 

consequences? 

5. What future changes do 

you foresee in the way the 

What changes do you 

foresee in military mental 

What changes do you 

foresee in military 
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military addresses mental 

health issues (e.g. in 10 

years)? 

health in the future (e.g. 

in 10 years)? 

mental health in the 

future (e.g. in 10 years)? 

6. What concerns do you 

have about military 

mental health (if any)? 

What concerns do you 

have about military 

mental health (if any)? 

What concerns do you 

have about military 

mental health (if any)? 

Individual and organizational involvement in policy or program changes: I would 

like to learn more about your (and your organization’s) involvement in military mental 

health advocacy/policy/research. 

7. How has your 

organization been 

involved in military 

mental health? 

 

Probe: Have you 

advocated for new or 

changed policies or 

programs? 

How has your 

organization been 

involved in military 

mental health? 

 

Probe: What new policies 

or programs has your 

organization developed or 

implemented? 

What type of research 

are you (and your 

organization) involved 

in?  

 

Probe: Who funds the 

research? 

8. How did you (or your 

organization) become 

involved in these efforts? 

How did you (or your 

organization) become 

involved in these efforts? 

How did you (or your 

organization) become 

involved in these 

efforts? 

9. What strategies do you or 

your organization use? 

 

Probes: Do you hold 

events or protests; testify 

in front of Congress; 

garner support online; 

publish and disseminate 

materials; participate in 

research efforts or fund or 

conduct research? 

Why did your 

organization decide to 

focus on these policies or 

programs as opposed to 

other ones? 

What are some of the 

primary findings of the 

research (if any yet)? 

 

Probes: Where are these 

findings published, or 

how are they 

disseminated? 

10. What major barriers have 

you encountered while 

engaging in these 

advocacy activities? 

 

Probes: What political, 

financial, or cultural 

barriers have you faced? 

Have you overcome these 

barriers? 

What major barriers have 

you encountered while 

engaging in these 

policymaking activities? 

 

Probes: What political, 

financial, or cultural 

barriers have you faced? 

Have you overcome these 

barriers? 

What major barriers 

have you encountered 

while engaging in these 

research activities? 

 

Probes: What political, 

financial, or cultural 

barriers have you faced? 

Have you overcome 

these barriers? 

11. Of the strategies you just What are some of the How has your research 
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mentioned a moment ago, 

which were most 

effective and why? 

 

What are some of the 

outcomes of your 

advocacy activities? 

 

outcomes of these 

policies or programs? 

affected the military 

mental health 

environment (e.g., in 

terms of new policies or 

programs)? 

 

What other research has 

had a substantial 

influence on the military 

mental health 

environment? 

12. Broadly speaking, what 

outcomes do you hope to 

see down the road? 

Broadly speaking, what 

outcomes do you hope to 

see down the road? 

Broadly speaking, what 

outcomes do you hope 

to see down the road? 

13. Mental health issues can 

be addressed in various 

ways, for example 

prevention, treatment, or 

diagnosis: 

 

Do you or your 

organization emphasize 

changes in one area more 

than another? If so, why? 

Mental health issues can 

be addressed in various 

ways, for example 

prevention, treatment, or 

diagnosis: 

 

Do you or your 

organization emphasize 

changes in one area more 

than another? If so, why? 

Mental health issues can 

be addressed in various 

ways, for example 

prevention, treatment, or 

diagnosis: 

 

Where does your 

research emphasis lie (if 

not obvious from 

interview)? 

 

Where do you think the 

emphasis of major 

research funders (e.g., 

Dept. of Defense, Dept. 

of Veterans Affairs and 

National Institutes of 

Health) lies? 

Recommendations and Referrals:  

Are there any topics we’ve not covered that you think may be important to this study?  

Is there anyone in particular you think I should speak with? May I let them know you 

referred me, or would you prefer I didn’t? 

Follow up: May I contact you in the future if I have follow-up questions or would like 

to schedule another interview? 

Documentation: Is there any documentation (e.g. policies/program 

documentation/memos/letters to Congress/press articles/research reports) you have that 

are relevant to the issues we have discussed and which might inform this research. 

Would you be willing to share this documentation? 
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Appendix B: Demographic Data Sheet 

 

Study ID#:______________________________________________________________ 

 

Mode of involvement in military mental health: 

 Advocate/activist 

 Public official 

 Researcher 

 Other (please explain): ______________________________________________ 

 

Organizational affiliation: 

Job title and organization: __________________________________________________ 

Number of months at organization: ______ 

[If no organizational affiliation] Mechanism for involvement (e.g., blogger, protestor): 

_______________________________________________________________________ 

 

Military affiliation: 

 No 

 Yes, current 

 Yes, former 

 Family, current military (state relationship): _____________________________ 

 Family, former military (state relationship): _____________________________ 

 Other (please explain):______________________________________________ 

 

Rank and branch of service: _________________________________________________ 

 

 Active Duty, National Guard, or Reserves: _______________________________  

 

Dates of service: Year ______ to year _______ 

 

Deployment to Iraq or Afghanistan 

 Yes 

 No 

 

Highest Degree:  

 Associate 

 Bachelor’s 

 Master’s 

 Doctoral  

 

Are you a mental health care provider? (If necessary: this includes chaplain, social 

worker, psychologist, psychiatrist, etc.)? If so, what type? _______________________ 
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Appendix C: Timeline of PTSD Policies and Social Action 

 

Key: 

A=Advocacy event      C=Cultural event (for example, films or plays) 

H=Hearing or meeting     L=Leadership change 

Law=Lawsuit       M=Media story 

O=Organizational change or issue    P=Policy or law 

R=Research or investigation       Misc=Miscellaneous event 

 

 
 

2001-2004     Phase 1: Quietly Preparing for PTSD amidst Political 

Resistance 

 

2001 10 29 (L)     A DoD leadership change occurs: Assistant Secretary of Defense 

for Health Affairs, Dr. J. Jarrett Clinton is replaced by Dr. William 

Winkenwerder, Jr. 

 

2002 08 09 (R)     The Government Accountability Office publishes a report (GAO-

02-597) titled “Re-Examination of Disability Criteria Needed to 

Help Ensure Program Integrity” which suggests that the federal 

government needs to update its disability compensation programs 

to incorporate new advances in medical technology and labor 

market changes into its disability compensation systems. The VA 

does not concur with the GAO’s suggested approach to revising 

the disability ratings system, stating that the changes would result 

in VA’s determination of disability compensation based solely on 

economic rather than medical factors. The VA subsequently does 

not implement the recommendations.   

 

2002 08 16 (R)   The Government Accountability Office publishes a report (GAO-

02-806) titled “Quality Assurance for Disability Claims and 

Appeals Processing Can Be Further Improved,” which highlights 

problems of accuracy within the VA disability claims adjudication 

process. The VA subsequently implements some of the 

recommendations to improve the process.  

 

2002 09 12 (R)       The VA Office of the Inspector General releases its “Audit of 

Department of Veterans Affairs Fiscal Year 2001 Special 

Disabilities Capacity Report” (02–01202–164) which finds 

unreliable or inaccurate mental health staffing data. Congress 

requires the report annually as a tool for measuring compliance 

with Title 38 of the Code of Federal Regulations, Section 1706. 
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2003 01 03 (L)    A Congressional committee leadership change occurs: Senate 

Committee on Veterans Affairs Chair, Sen. Jay Rockefeller is 

replaced by Sen. Arlen Specter (R-PA). 

 

2003 07 (R)           "The President's New Freedom Commission on Mental Health files 

its report, “Achieving the Promise: Transforming Mental Health 

Care in America.” The Commission sought to promote increased 

educational and employment opportunities for people with 

disabilities, including psychiatric disabilities. In forming the 

committee, the President noted three barriers to care for Americans 

with mental illnesses: (1) stigma associated with mental illness, (2) 

financial barriers, and (3) a fragmented health care system. The 

report establishes numerous goals for overcoming these barriers. 

 

2003 09 06 (M)     The New York Times publishes an article titled "Is Trauma Being 

Trivialized?" which discusses the varied and changing perceptions 

of the PTSD diagnosis. 

 

2003 09 30 (R)       The Government Accountability Office publishes a report (GAO-

03-1045) titled “Improvements Needed in the Reporting and Use 

of Data on the Accuracy of Disability Claims Decisions” which 

reports on how disability compensation claims processing accuracy 

has changed since the Veterans Benefits Administration recently 

increased its emphasis on claims expediency. The report finds that, 

although the accuracy had appeared to improve, accuracy had 

actually decreased since the VA had changed the way it measured 

accuracy for fiscal year 2002. The VA subsequently implements 

the GAO’s recommendations that to standardize the measurement 

processes. 

 

2003 10 24 (R)      The VA Office of the Inspector General releases its “Audit of 

Department of Veterans Affairs Fiscal Year 2002 Special 

Disabilities Capacity Report” (03-01356-10) which highlights the 

same unreliable or inaccurate mental health staffing data noted by 

the fiscal year 2001 audit (although the VA Under Secretary for 

Health had stated that improvements would not be reflected until 

fiscal year 2003 audit at the earliest). The report highlights 

additional unreliable or contradictory data regarding numbers of 

programs and expenditures. Congress requires the report annually 

as a tool for measuring compliance with Title 38 of the Code of 

Federal Regulations, Section 1706. 

 

2003 12 16 (R)       The Army publishes its first annual Mental Health Advisory Team 

Report, which outlines mental health problems affecting soldiers 

deployed to Iraq. The report concludes that the Army behavioral 

health care system is effective in assisting soldiers and their units, 
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although there is a need for more consistent implementation of 

mental health services in theatre and for better reporting and 

documentation of mental health problems. The report also notes 

higher than average suicide rates between January and October 

2003. 

 

2003 Fall (R)         The VA Under Secretary for Health calls attention to issues related 

to the National Vietnam Veterans Longitudinal Study—a follow-

up to the National Vietnam Veterans Readjustment Study, which 

estimated the lifetime prevalence of PTSD among Vietnam 

veterans to be 30.9 percent. The VA Office of Inspector General 

subsequently investigates these issues. The follow-up study was 

originally scheduled to be completed by the original contractor, 

Research Triangle Institute. Also, the VA contracting officer 

overseeing the project is replaced around this time. 

 

2004 04 (O)        The Army establishes its Disabled Soldier Support System to 

provide severely disabled servicemembers with advocacy and 

support during their transition to civilian life. The program 

changed its name to the Army Wounded Warrior Program in 

November 2005. 

 

2004 07 01 (R)      The New England Journal of Medicine publishes a study by Dr. 

Charles W. Hoge and colleagues which highlights the high rates of 

depression, anxiety, and PTSD in Soldiers and Marines returning 

from Iraq. It also finds that well below half of those reporting 

symptoms of a mental disorder seek treatment.   

 

2004 09 20 (R)      The Government Accountability Office publishes a report (GAO-

04-1069) titled “More Information Needed to Determine If VA 

Can Meet an Increase in Demand for Post-Traumatic Stress 

Disorder Services” which finds that the VA does not calculate the 

total number of veterans receiving PTSD-related services at its 

facilities, and that these totals are necessary for calculating future 

demand. The VA subsequently implements the Government 

Accountability Office’s recommendation to begin tracking the 

number of veterans receiving PTSD-related services. 

 

2004 10 (R)         The VA’s Special Committee on PTSD publishes a report 

outlining 37 recommendations for improving PTSD-related 

services at the VA.  

 

2004 10 11 (M)      The Marine Corps Times notes that “Secretary of Veterans Affairs 

Anthony Principi acknowledged the VA system is not prepared to 

handle the potential increase in patients seeking mental health 

treatment” and ordered improvements to PTSD treatment  



 176 

 

2004 10 28 (P)             President Bush signs the National Defense Authorization Act of 

fiscal year 2005. The Act requires the DoD to conduct a study to 

determine the mental health services available to servicemembers 

and their families. It also requires the DoD to report on the process 

by which mental health screenings are conducted and mental 

health care provided for servicemembers who are separating from 

the military 

 

2004 10 3 (M)             The Washington Post publishes an article noting the significant 

overload and lack of funding and preparation on the part of the 

VA. 

 

2004 11 (P)                 The VA finalizes and adopts its Mental Health Strategic Plan to 

integrate mental health care into the overall care of veterans and to 

shift the focus from the pathology of PTSD to recovery from the 

disorder. 

 

2004 11 29 (R)      The VA Office of the Inspector General releases its “Audit of 

Department of Veterans Affairs Fiscal Year 2003 Special 

Disabilities Capacity Report” (04 01972-41) which highlights the 

same unreliable or inaccurate mental health staffing, program, and 

expenditure data noted in the 2001 and 2002 audits. The VA 

expects corrections to be implemented before the 2004 audit, one 

year later than initially expected. Congress requires the report 

annually as a tool for measuring compliance with Title 38 of the 

Code of Federal Regulations, Section 1706. 

 
 

2005-2006 Phase 2: Demanding Greater Responses to PTSD 

 

2005 (O)    The VA establishes its Services for Returning Veterans-Mental 

Health (SeRV-MH) teams across the VA system. The programs aid 

in early identification and management of stress-related disorders. 

 

2005 01 03 (L)     A Congressional committee leadership change occurs: Senate 

Committee on Veterans Affairs Chair, Sen. Arlen Specter (R-PA) 

is replaced by Sen. Larry Craig (R-ID); House Committee on 

Veterans Affairs Chair, Chris Smith (R-NJ) is replaced by Sen. 

Steve Buyer (R-IN). 

 

2005 01 26 (L)     A VA leadership change occurs: Secretary Anthony Principi (R) is 

replaced by Jim Nicholson (R).  

 

2005 01 30 (R)      The Army publishes its second annual Mental Health Advisory 

Team Report, which outlines mental health problems affecting 

soldiers deployed to Iraq. The report suggests that the mental 
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health of servicemembers is likely improving when compared to 

the mental health of the population studied in the first report issued 

a year prior (13 percent reporting positive for a mental health 

problem vs. 18 percent a year prior). The report also suggests that 

behavioral health care in theatre is improving.  

 

2005 02 14 (R)     The Government Accountability Office releases a report (GAO-05-

287) titled “VA Should Expedite the Implementation of 

Recommendations Needed to Improve Post-Traumatic Stress 

Disorder Services” which states that the VA has not fully met any 

of 24 VA Special Committee on PTSD recommendations focused 

on clinical care and education. The report’s findings raise 

questions about the VA’s capacity to identify and treat veterans 

who have or may develop PTSD. The VA subsequently does not 

implement the Government Accountability Office’s 

recommendation that the earlier recommendations be fulfilled.  

 

2005 03 01 (C)     PBS Frontline special, “The Soldier’s Heart,” is broadcast. It 

conveys the psychological consequences of war, largely through 

the experiences of servicemembers, veterans, and their families.  

 

2005 03 10 (P)     The DoD issues a policy (Health Affairs policy 05-011) outlining 

that servicemembers are to undergo a Post-Deployment Health Re-

Assessment (PDHRA) ninety to one hundred eighty days after 

returning from a deployment. These assessments will occur in 

addition to existing Post-Deployment Assessments (PDHAs) that 

occur within thirty days of returning from a deployment.  

 

2005 05 19 (R)   The VA Office of the Inspector releases a report (05-00765-137) 

titles "Review of State Variances in VA Disability Compensation 

Payments" which highlights several state-to-state disparities in 

disability compensation payments. The report also notes that the 

number of beneficiaries receiving PTSD-related disability 

compensation increased by 79.5 percent during fiscal years 1999–

2004. 

 

2005 06 06 (H) Veterans’ advocates and representatives of the VA testify in front 

of the Senate Committee on Veterans' Affairs, and discuss whether 

the VA is prepared to meet the needs—including mental health 

needs—of returning veterans.  

 

2005 06 28 (Misc)  Bush Administration officials announce that the fiscal year 2006 

budget for veterans’ health care (which reflected a percentage 

increase below the standard rate of medical inflation) is inadequate 

to address the health and mental health issues of returning 
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veterans. The Administration sends Congress a supplemental 

budget request for additional funds. 

 

2005 07 25 (H) VA and DoD mental health experts and veterans testified in front 

of the House Committee on Veterans Affairs, and discussed the 

continuum of care available for individuals with PTSD. 

 

2005 08 (Misc) Department of Veterans Affairs Secretary R. James Nicholson 

announces an upcoming review of 72,000 servicemember claims 

which resulted in VA benefits for PTSD. 

 

2005 08 08 (P) Veterans Health Administration issues a directive (2005-033) 

which establishes greater oversight for changes to the VA’s mental 

health programs and attempts to better align Veterans Health 

Administration resources with the need for mental health services. 

 

2005 08 10 (Misc) Senator Barrack Obama sends a letter to the VA Secretary R. 

James Nicholson expressing disapproval of the VA's proposed 

review of 72,000 servicemember claims which resulted in VA 

benefits for PTSD. 

 

2005 09 30 (R)   The VA Office of Inspector General publishes a report (04-02330-

212) titled “Audit of VA Acquisition Practices for the National 

Vietnam Veterans Longitudinal Study” which outlines the 

effectiveness of the procurement and project management 

processes used by the VA in the early 2000s, when the study was 

commencing. The report found “no evidence that the contractor’s 

performance was less than acceptable to project officials or was 

not in substantial compliance with contract requirements.” 

 

2005 11 10 (Misc) Department of Veterans Affairs Secretary R. James Nicholson 

announces that the review of 72,000 servicemember claims which 

resulted in VA benefits for PTSD will not take place. 

 

2005 12 (M) The Washington Post and the Military Times newspapers report on 

a current and expected rise in PTSD cases and a politically charged 

debate about whether the government may be trying to limit the 

expenses associated with this rise.  

 

2006 01 06 (P) President Bush signs the National Defense Authorization Act of 

fiscal year 2006. The Act amends Title 10, Section 1145(a) of the 

Code of Federal Regulations which thereafter requires that the 

DoD, in conjunction with the VA, provide information on and 

referral for services for individuals screening positive for certain 

health and mental health conditions, including PTSD. 
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2006 03 01 (M) The New York Times publishes an op-ed article by psychiatrist and 

American Enterprise Institute scholar, Dr. Sally Satel, urging the 

VA to apply more rigor to the diagnosis of individuals with PTSD 

to parse out likely malingerers, and to regard PTSD as an acute and 

treatable condition. 

 

2006 03 19 (M) The San Diego Union-Tribune publishes an article highlighting the 

fact that some servicemembers prescribed drugs for combat-related 

mental health conditions are being deployed back to combat. 

 

2006 03 29 (Misc) Sen. Barbara Boxer, D-CA asks the Pentagon for explanation of 

why troops prescribed drugs for combat-related mental health 

conditions are being deployed back to combat. 

 

2006 03 29 (H) Members of the 2002-2003 President's New Freedom Commission 

convene on Capitol Hill to discuss the impact of their 2003 report. 

It becomes evident that much work remains to be done to address 

mental illness. 

 

2006 04 30 (M) The New York Times publishes an article highlighting the concept 

of, and activities related to, psychological resilience. The article 

draws attention to the increasing popularity of the concept. 

 

2006 05 11 (R)   The Government Accountability Office releases a report (GAO-06-

397) titled “DOD Needs to Identify the Factors Its Providers Use 

to Make Mental Health Evaluation Referrals for Servicemembers” 

which highlights that some servicemembers who screen positive 

for PTSD are referred to treatment while others are not. The 

Government Accountability Office recommends that the DoD 

track the reasons for referral or non-referral. The DoD 

subsequently does not implement the Government Accountability 

Office’s recommendation. 

 

2006 05 29 (R)   The Army publishes its third annual Mental Health Advisory Team 

Report, which outlines mental health problems affecting soldiers 

deployed to Iraq. The report suggests that soldiers on repeated 

deployments are more likely to suffer from acute combat stress 

than soldiers deploying for the first time. 

 

2006 06 16 (R)   The Institute of Medicine releases a report titled “Posttraumatic 

Stress Disorder: Diagnosis and Assessment” which presents 

findings from a review of PTSD diagnostic and assessment 

practices. The report highlights the importance of evaluating 

patients in a confidential setting with a face-to-face interview by a 

qualified health professional, and determining whether there are 

comorbid psychical or psychological conditions.  
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2006 06 23 (P) The DoD issues an Instruction (6495.02) which outlines the 

procedures and responsibilities for the military’s Sexual Assault 

Prevention and Response (SAPR) Program. The program has 

implications for a subset of servicemembers with PTSD given the 

numerous cases of PTSD resulting from military sexual trauma.  

 

2006 09 12 (C) A play, titled “The Treatment,” is released. It explores combat 

related mental illness. 

 

2006 09 28 (H) VA and DoD mental health experts testify before the House 

Veterans' Affairs health subcommittee, and discuss emerging 

trends in veteran health and military force readiness.  

 

2006 10 17 (P) President Bush signs the National Defense Authorization Act of 

fiscal year 2007. The Act includes several sections pertaining to 

the mental health of servicemembers including sections mandating 

(1) reporting of waiting times for referrals and consultations with 

mental health specialists; (2) modifications to the DoD’s post-

deployment health assessments and reassessments to record current 

treatments and use of psychotropic medications by the member for 

a mental health condition or disorder; (3) the development of 

clinical practice guidelines for determining whether to refer 

servicemembers for additional mental health evaluation; (4) the 

specification of minimum mental health standards for deployment; 

and (5) the development of pilot projects relating to (a) the 

diagnosis and treatment of PTSD, (b) National Guard and Reserve 

members with PTSD, and (c) outreach to servicemembers with 

PTSD.  

 

2006 10 18-21 (A) AMVETS organizes a National Symposium for the Needs for 

Young Veterans. Topics discussed include women’s psychological 

health, and attendees note that the disorder may be overlooked in 

women since they are absent in many combat (for example, 

infantry) units. 

 

2006 10 19 (R) Democratic staff of the House Veterans' Affairs Committee release 

the results of a survey of selected Vet Centers. The results suggest 

that counseling capacity is not sufficient to meet the needs of 

veterans and their families. VA officials subsequently refute these 

claims. 

 

2006 11 07 (P) The DoD issues a policy memorandum, "Policy Guidance for 

Deployment-Limiting Psychiatric Conditions and Medications." 
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2006 11 17 (R)   The Army publishes its fourth annual Mental Health Advisory 

Team Report, which outlines mental health problems affecting 

servicemembers deployed to Iraq. This is the first Advisory Team 

Report to include marines in addition to soldiers. Results show that 

marines may be less likely to experience mental health problems, 

and that this is likely a function of shorter deployment lengths. 

Like the Advisory Team Report issued a year prior, this report also 

concludes that servicemembers on repeat deployments may be 

more likely to suffer from acute combat stress than 

servicemembers deploying for the first time. Additionally, this 

report concludes that a servicemember's "level" of combat is the 

main determinant of mental health problems. 

 

2006 11 21 (R)   The Government Accountability Office releases a report (GAO-07-

66) titled “Spending for Mental Health Strategic Plan Initiatives 

Was Substantially Less Than Planned” which states that, of the 

$100 million allocated to mental health strategic plan initiatives for 

fiscal year 2005, a substantial portion was not used for these 

initiatives, in part because $35 million of it was allocated through 

VA’s general resource allocation system without specifying the 

intended purpose of the funding. Additionally, the report notes that 

(1) the amounts allocated for fiscal year 2006 were substantially 

lower than the mental health strategic plan had specified (that is, 

$158 million rather than $200 million), (2) only a portion ($112 

million) of the amount allocated had been spent, and (3) the VA 

did not track how these funds had been spent and thus whether 

they were spent on plan initiatives. The VA subsequently 

implements the Government Accountability Office’s 

recommendation that expenses associated with the mental health 

strategic plan be tracked. 

 

2006 12 12 (R)   The Government Accountability Office releases a report (GAO-07-

98) titled “VA Can Improve Its Procedures for Obtaining Military 

Service Records” which highlights that the VA sometimes utilizes 

information contained in DOD historical records to verify the 

occurrence of claimed stressors for purposes of providing PTSD-

related disability compensation. Due to an average DoD response 

time of one year, the report recommends that the VA establish and 

use an electronic library of DOD military historical records to 

reduce PTSD claims processing times. The VA subsequently 

implements these recommendations. 

 

2006 12 22 (P) President Bush signs into law the Veterans Benefits, Health Care, 

and Information Technology Act of 2006 (109-461) which requires 

the VA to (1) collaborate with the DoD to enhance DoD’s clinical 

skills and capabilities, and to enhance pre-deployment resilience 
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and post-deployment “readjustment;” (2) increase its outreach and 

education efforts; and (3) review and revise as necessary its 

clinical guidelines for treating PTSD, and develop treatment 

performance measures for PTSD. 

 
 

2007-2012 Phase 3: Struggling to Transform Military Mental Health 

 

2007 01 4 (L) A Congressional committee leadership change occurs: Senate 

Committee on Veterans Affairs Chair, Sen. Larry Craig (R-ID) is 

replaced by Daniel Akaka (D-HI); House Committee on Veterans 

Affairs Chair, Steve Buyer (R-IN).is replaced by Bob Filner (D-

CA). 

 

2007 02 18 (M) The Washington Post publishes a landmark article, “Soldiers Face 

Neglect, Frustration At Army's Top Medical Facility,” exposing 

bleak conditions at the Walter Reed Army Medical Center. The 

article prompts further media attention, Congressional hearings, 

and new policy and legislation. 

 

2007 02 25 (R)   The American Psychological Association releases a report 

developed by their Presidential Task Force on Military 

Deployment Services for Youth, Families and Servicemembers. 

The report suggests that the individual care provided to 

servicemembers and veterans is praiseworthy, but that the military 

health system fails to meet the mental health needs of 

servicemembers and their families. The VA later responds by 

stating that the report does not sufficiently distinguish between 

DoD and VA systems of care, and misrepresents the mental health 

services available through the VA.  

 

2007 03 06 (R)  In response to recent media attention to the conditions of care for 

injured and ill servicemembers, President Bush establishes the 

President's Commission on Care for America's Returning 

Wounded Warriors (also known as the Dole-Shalala Commission). 

The Commission is tasked with examining and evaluating the (1) 

processes of transition for returning servicemembers; (2) systems 

for providing health care, disability, traumatic injury, education, 

employment, and other benefits; (3) channels of outreach to 

servicemembers; and (4) mechanisms for reducing gaps in 

services.  

 

2007 03 13 (H) Government finance and budget experts and veterans’ advocates 

testify in front of the House Committee on Veterans Affairs, 

Subcommittee on Disability Assistance and Memorial Affairs, and 

discuss the process and implications of the VA disability claims 

system. 
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2007 03 27 (H) Acting Army Surgeon General Maj. Gen. Gayle Pollock testifies in 

front of House Committee on Armed Forces, Subcommittee on 

Military Personnel, noting that the Army is working to calculate 

and respond to war-related mental illness. 

 

2007 04 12 (L) A DoD leadership change occurs: Assistant Secretary of Defense 

for Health Affairs, Dr. William Winkenwerder, Jr. is replaced by 

Dr. S. Ward Casscells.  

 

2007 04 19 (R)  Six senators request an investigation into allegations that the Army 

diagnosed several Fort Carson soldiers with personality disorders 

rather than PTSD or traumatic brain injury (TBI) diagnoses. 

 

2007 04 23 (R)   Government Accountability Office staff brief members of the 

President’s Commission on Care for America’s Returning 

Wounded Warriors, and discuss their recent studies of DoD and 

VA disability systems. 

 

2007 04 8 (M) The Washington Post publishes an article highlighting substantial 

delays in disability benefits claims processing. 

 

2007 05 08 (R)   "The Institute of Medicine releases a report titled “PTSD 

Compensation and Military Service” which presents a review of 

the VA’s compensation practices for PTSD, the basis for assigning 

specific levels of compensation to specific levels of severity, how 

VA’s PTSD compensation practices and reevaluation requirements 

compare with those for other chronic conditions, and strategies 

used to support recovery and increase functioning among patients 

with PTSD. Notable findings include: (1) shortcomings of the 

Global Assessment of Functioning instrument, or GAF, used to 

conduct the VA's compensation and pension evaluations; (2) the 

""crude and overly general"" nature of the VA Schedule of Rating 

Disabilities for rating mental disorder disability levels; (3) that 

compensation, generally, does not act as a disincentive to seeking 

treatment, and (4) that the effect of compensation on recovery is 

""difficult to disentangle."" One of the report's recommendations is 

to change the VA Schedule of Rating Disabilities by removing the 

focus on occupational impairment, which is thought to contribute 

to a disincentive to return to work. 

 

2007 05 10 (R)   The VA Office of Inspector General publishes a report (06-03706-

126) titled “Implementing Veterans Health Administration’s 

Mental Health Strategic Plan Initiatives for Suicide Prevention.” 

The report offers an assessment of the implementation of the 

strategic plan’s initiatives and finds that substantial progress has 
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been made but also makes several recommendations, including 

increased availability of VA crisis services and increased mental 

health information exchange between the VA and DoD. 

 

2007 06 15 (R)  A report by the DoD Task Force on Mental Health states that the 

military’s staff of mental health workers is inadequate to meet the 

current need. 

 

2007 06 18 (Misc) The Marine Corps holds its first Combat Operational Stress 

Control Conference in Arlington, VA. The conference convenes 

military and civilian subject matter experts to discuss training, 

research, and policies related to the Combat Operational Stress 

Control program. 

 

2007 06 28 (Misc) Chief Judge of the Federal Circuit Court of Appeals, Paul R. 

Michel, warned of “ominous signs” of an impending sharp increase 

in caseload in his State of the Court message.  

 

2007 07 (R)   The Government Accountability Office releases a report (GAO-07-

934SP) titled “Modernizing Federal Disability Policy" which 

summarizes a recent forum focused on modernizing federal 

disability policy. The report highlights that the federal definitions 

across federal programs vary, and that transition from VA to DoD 

systems is a particularly challenging and bureaucratic for 

servicemembers.  

 

2007 07 07 (R)   The Institute of Medicine releases a report titled “A 21st Century 

System for Evaluating Veterans for Disability Benefits,” which 

recommends that the VA overhaul its schedule for rating 

disabilities. Among other recommendations, the authors of the 

report suggest that the current ratings schedule should focus on 

how disabilities affect quality of life and limit aspects of daily 

living, and not simply one’s ability to work. 

 

2007 07 12 (R) The Defense Department's Task Force on Mental Health reports 

their findings to the House Armed Services military personnel 

subcommittee.  

 

2007 07 17 (L) A VA leadership change occurs: R. James Nicholson (R), 

Secretary of Veterans Affairs, resigns amidst criticism of veterans’ 

health care and benefits claims processing. Acting Secretary, 

Gordon Mansfield (R) temporarily fills the position. 

 

2007 07 23 (Law) Veterans for Common Sense and Veterans United for Truth file a 

lawsuit against the VA (Veterans for Common Sense et al. v. 

Nicholson et al.) in a Northern California district court alleging 
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that the government had failed to meet the needs of returning 

veterans. PTSD was a major focal point of the case. The judge 

rejected the case stating that the court did not have jurisdiction 

over the matter. A panel of the Ninth Circuit Court of Appeals 

overturned that decision by ruling that the delay in providing 

medical treatment had deprived veterans of their Constitutional 

rights. However, the ruling was reversed upon a request for a new 

hearing before a larger panel. Plaintiff organizations then filed a 

petition for writ of certiorari to the United States Supreme, which 

was eventually denied. 

 

2007 07 30 (R)   The President’s Commission on Care for America’s Returning 

Wounded Warriors makes its recommendations in a report titled 

"Serve, Support, Simplify: Report of the President’s Commission 

on Care for America’s Returning Wounded Warriors." Among its 

recommendations are to restructure the disability compensation for 

physical and mental health to include payments during transition to 

civilian life and "quality-of-life" payments to compensate disabled 

servicemembers for non-work related effects of any permanent 

disabilities. The report also recommends that the VA and DoD 

aggressively treat PTSD. 

 

2007 08 (R)   The CNA Corporation publishes its “Final Report for the Veterans’ 

Disability Benefits Commission: Compensation, Survey Results, 

and Selected Topics,” at the request of the Veterans’ Disability 

Benefits Commission. Among the report’s findings is that service-

disabled veterans with a mental disability as their primary 

disability express an overall life satisfaction below their 

counterparts with physical disabilities, and have earnings well 

below this comparison group. 

 

2007 09 15 (M) The Washington Post reports on disability processing difficulties 

faced by Staff Sgt. John Daniel Shannon, an injured 

servicemember highlighted in the February 18, 2007 Post article 

about Walter Reed Army Medical Center. 

 

2007 09 19 (H) Donna Shalala, Co-Chair of the President's Commission on Care 

for America's Returning Wounded Warriors testifies before the 

House Veterans Affairs Committee outlining the President's 

Commission's findings. 

 

2007 09 26 (R)   Government Accountability Office staff members, John H. 

Pendleton and Daniel Bertoni testify before the House Committee 

on Oversight and Government Reform, Subcommittee on National 

Security and Foreign Affairs, and discuss issues brought to light by 

the February Washington Post articles focusing on Walter Reed 
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Army Medical Center. The testimony highlights the burgeoning 

issue reported by the Army—staffing its Warrior Transition Units.  

 

2007 10 17 (R)   The Institute of Medicine releases a report titled “Treatment of 

PTSD: An Assessment of The Evidence” which presents findings 

from an assessment of the evidence on psychological and 

pharmacologic treatments for PTSD. The report concludes that the 

scientific evidence on PTSD treatments does not reach a high level 

of certainty and that additional high quality research on all types of 

treatments is necessary. 

 

2007 11 05 (P) President Bush signs the Joshua Omvig Veterans Suicide 

Prevention Act which requires the VA to implement a 

comprehensive suicide prevention program, taking into 

consideration the special needs of veterans suffering from PTSD. 

 

2007 11 18 (R)   The National Alliance to End Homelessness releases a report on 

the topic of homelessness among veterans. A Washington Post 

article released the same day notes that prior findings indicate that 

mental illness (including PTSD) affects approximately forty-five 

percent of homeless veterans. The New York Times also publishes 

an article on homelessness among veterans. 

 

2007 12 06 (R)   The Government Accountability Office releases a report (GAO-08-

75) titled “Improved Operational Controls and Management Data 

Would Enhance the Veterans Benefits Administration's Disability 

Reevaluation Process” which highlights several problems with the 

Veterans Benefits Administration’s disability reevaluation 

program. The report provides numerous recommendations—

largely to improve the accuracy of the process. The VA 

subsequently implements these recommendations. 

 

2007 12 20 (L) A VA leadership change occurs: Acting Secretary, Gordon 

Mansfield (R) is replaced by James Peake (R). 

 

2008 01 28 (P) President Bush signs the National Defense Authorization Act of 

fiscal year 2008. The Act includes several sections pertaining to 

the mental health of servicemembers including sections mandating 

(1) joint DoD/VA planning for the prevention, diagnosis, 

mitigation, treatment, and rehabilitation of, and research on PTSD 

and other conditions; and (2) a center of excellence in the 

prevention, diagnosis, mitigation, treatment, and rehabilitation of 

PTSD and other mental health conditions. It also extends the 

eligibility period for receiving free or low-cost VA health and 

mental health treatment from 2 years to 5 years (later implemented 

through Veterans Health Administration directive 2008-054). 
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2008 02 14 (R) The Army releases its fifth annual Mental Health Advisory Team 

Report, which outlines mental health problems affecting soldiers 

deployed to Iraq and Afghanistan. This is the first Advisory Team 

Report to include soldiers deployed to Afghanistan in addition to 

soldiers deployed to Iraq. The report concludes that the rates of 

mental health problems among soldiers deployed to either location 

is roughly the same as among populations studied in earlier 

Advisory Team Reports. The report also highlights that soldiers 

reported encountering substantial barriers to accessing mental 

health care, despite there being an overall perceived reduction in 

the stigma associated with care. 

 

2008 02 17 (R)   Nobel Prize winning economist, Joseph E. Stiglitz and Harvard 

professor, Linda J. Bilmes publish a book titled "The Three 

Trillion Dollar War: The True Cost of the Iraq Conflict” which 

highlights the high costs of the Iraq War, and how these costs were 

grossly underestimated before and during the early years of the 

war. 

 

2008 02 25 (M) TIME magazine publishes an article on a soldier at an Army 

hospital in Ft. Knox, Kentucky died of an “accident” involving 

powerful narcotics. 

 

2008 03 20 (Misc) Psychologist Norma Perez sends an email to staff members at the 

VA Medical Center in Temple, Texas encouraging them to 

diagnose veterans with disorders other than PTSD. Diagnoses 

other than PTSD would result in lower overall disability payments 

on the part of the VA.  

 

2008 03 20 (C) MTV hosts a roundtable with presidential candidates and Iraq war 

veterans. At one point during the event, soon-to-be President 

Barack Obama asks for a show of hands of those diagnosed with 

PTSD. 

 

2008 03 31 (M) The Army Times publishes an article highlighting the nature and 

scope of prescription drug abuse among servicemembers. 

 

2008 04 17 (R)   The RAND Corporation releases an in-depth report, “Invisible 

Wounds of War: Psychological and Cognitive Injuries, Their 

Consequences, and Services to Assist Recovery,” focused on the 

health-related needs, systems of care, and costs related to PTSD, 

major depression, and TBI. 

 

2008 04 18 (P) The DoD issues a policy memorandum mandating that the federal 

government’s security clearance application (standard form 86) be 
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changed to no longer elicit information about whether an applicant 

has sought mental health counseling, if that counseling was related 

to marital, family, or grief issues, or post-deployment adjustment. 

The change marks a move to begin addressing servicemembers’ 

concerns that disclosing psychological health problems will 

negatively impact their career.  

 

2008 04 30 (R)   The Government Accountability Office releases a report (GAO-08-

495R) outlining the DoD and VA’s progress in responding to the 

recommendations of the President’s Commission on Care for 

America’s Returning Wounded Warriors. The report highlights 

that progress in implementing the task force recommendations has 

been made, but more work remains before the recommendations 

are fully implemented. 

 

2008 04-08 (P) Several bills (H.R. 5892, H.R. 6236, and S. 3419) are introduced in 

Congress with the intent of modernizing the veterans disability 

claims process. None of the bills are passed. 

 

2008 05 26 (M) The Military Times newspapers highlight the debate about whether 

veterans should be eligible for the Purple Heart award because of 

combat-cased PTSD. This change is later considered by the DoD 

but ultimately rejected. 

 

2008 05 27 (R)   The Government Accountability Office releases a report (GAO-08-

561) titled “Increased Focus on Evaluation and Accountability 

Would Enhance Training and Performance Management for 

Claims Processors” which assesses the training provided to claims 

processers. The report highlights several ways—largely via 

assessment of its training program—that the VA can improve its 

training program. The VA subsequently implements all of the 

Government Accountability Office’s recommendations. 

 

2008 05 27 (R) Pentagon data are released, showing a nearly fifty-percent increase 

in 2007 in the number of military-related PTSD cases over the 

previous year. This brings the total diagnosed with PTSD since 

2003 to nearly 40,000. 

 

2008 05 30 (R)   The Government Accountability Office releases a report (GAO-08-

615) titled “Mental Health and Traumatic Brain Injury Screening 

Efforts Implemented, but Consistent Pre-Deployment Medical 

Record Review Policies Needed” which notes that the DoD does 

not have policies and procedures in place to consistently review 

medical records of servicemembers preparing for deployment to 

ensure the meet the DoD’s minimum standards of physical and 

psychological health. The DoD subsequently does not implement 
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the report’s recommendation that a required review of 

servicemember medical records be performed prior to deployment.  

 

2008 06 05 (M) TIME magazine publishes an article highlighting the use of 

antidepressants and other prescription drugs in theatre. 

 

2008 08 28 (P) The DoD issues an instruction (DoDI 1332.14) requiring the 

surgeon general of the branch of service to review the records of 

combat servicemembers diagnosed with personality disorder. 

 

2008 09 11 (P) The Veterans Health Administration issues a handbook (1160.01) 

which outlines the minimum clinical requirements for mental 

health services across the VA. The policy seeks to ensure access to 

mental health services within Veterans Health Administration 

facilities nationwide and to provide a uniform standard of care.  

 

2008 09 24 (R)   The Government Accountability Office releases a report (GAO-08-

1137) tiled “Increased Supports for Servicemembers and Better 

Pilot Planning Could Improve the Disability Evaluation Process” 

which examines the Army’s recent actions to assist 

servicemembers in navigating the disability evaluation process, 

and status of DOD and VA's efforts to create a joint disability 

evaluation system. The report outlines several recommendations 

for improving the disability evaluation process and the success of 

the joint disability evaluation system. The DoD and VA 

subsequently implement a majority of these recommendations. 

 

2008 10 08 (H) The Annual Meeting of the Association of the U.S. Army is held. 

Army leadership discusses the issue of mental illness prevention. 

 

2008 10 14 (P) President Obama signs the National Defense Authorization Act of 

fiscal year 2009. The Act includes several sections pertaining to 

the mental health of servicemembers including sections allowing 

accession and retention bonuses for military psychologists, and 

mandating the establishment of a DoD suicide prevention task 

force. 

 

2008 10 14 (P) The DoD issues a policy memorandum requiring the military to 

adopt the VA Schedule for Rating Disabilities when determining a 

retiring servicemember's disability rating. The memorandum, in 

accordance with a fiscal year 2008 National Defense Authorization 

Act mandate, aligns DoD policy with certain sections of Title 38 of 

the Code of Federal Regulations. Notably, section 4.129 requires 

that retiring servicemembers be given at least a fifty-percent 

disability rating for PTSD and a follow-up examination within 6 

months of discharge from the military.  
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2008 10 31 (R)   The Government Accountability Office releases a report (GAO-09-

31) titled “Additional Efforts Needed to Ensure Compliance with 

Personality Disorder Separation Requirements” which outlines 

findings from a Government Accountability Office study of four 

military installations with the highest number of personality 

disorder separations. The study found that the extent to which the 

DoD complied with procedures for documenting these separations 

varied across installations. The DoD subsequently implements both 

of the report’s recommendations, which focused on ensuring 

compliance with these policies.  The disability rating can be 

changed upon at the time of this examination. 

 

2008 UNK (A) Coffee Strong, a veteran-owned, veteran-operated coffee shop 

opens near Fort Lewis, Washington and provides, among other 

services, a link between soldiers and mental health professionals. 

 

2009 01 06 (P) The DoD makes public its decision (reached November 3, 2008) 

not to award the Purple Heart to servicemembers with PTSD, 

stating that the technologies for diagnosing PTSD are not objective 

enough to warrant it. 

 

2009 01 15 (O) The Defense Centers of Excellence for Psychological Health and 

Traumatic Brain Injury opens its Outreach Center for 

Psychological Health and Traumatic Brain Injury to provide 

information and referrals to servicemembers, veterans, and their 

family members. 

 

2009 01 20 (L) A VA leadership change occurs: Secretary James Peake (R) is 

replaced by Eric Shinseki (Independent). 

 

2009 02 (approx.) (A) Under the Hood, a coffee shop catering to military communities 

opens near Fort Hood, Texas and provides, among other services, 

referrals to mental health professionals. 

 

2009 03 (R)   The Archives of General Psychiatry publishes a study by Holly 

Wilcox and colleagues finding that young adults with PTSD are 

more likely than those without PTSD to commit suicide. 

 

2009 04 06 (R)   The VA Office of Inspector General publishes a report (09-00091-

103) titled “Audit of Veterans Health Administration Mental 

Health Initiative Funding,” which determined that Veterans 

Health Administration staff had adequately tracked funds 

allocated for mental health initiatives in fiscal year 2008. This 

represented a change from years prior when a substantial portion of 

mental health funds went untracked or unused. 
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2009 04 21 (P) The DoD issues an Instruction (6490.06) that outlines the 

procedures and responsibilities for coordinating various counseling 

policies and programs in existence across the DoD, including the 

Military One Source, Military Family Life Consultant program, 

personal financial counseling, family centers, chaplains, family 

advocacy program, medical counseling and clinical therapy offered 

through the Military Health System, and Sexual Assault Prevent 

and Response program. 

 

2009 04 29 (L) DoD leadership change occurs: Assistant Secretary of Defense for 

Health Affairs, Dr. S. Ward Casscells is replaced by several acting 

or interim officials over roughly the next year and a half—

specifically (in sequential order), Ellen Embrey, Allen W. 

Middleton, Dr. Charles L. Rice, and Dr. George P. Taylor, Jr.  

 

2009 07 13 (M) The New York Times reports that Veterans for Common Sense 

claims having records showing that some veterans are talking 

about their disability claims delays with suicide hotline staff. 

 

2009 10 19 (M) The Military Times newspapers publish an article discussing a 

proposed policy (eventually culminating as a change to CFR 

3.304) that would make it easier for veterans to receive PTSD 

benefits. The article highlights critiques by veterans’ service 

organizations of the fact that the policy requires diagnoses to be 

determined by VA, rather than civilian, physicians.  

 

2009 10 28 (P) President Obama signs the National Defense Authorization Act of 

fiscal year 2010. The Act includes several sections pertaining to 

the mental health of servicemembers including sections mandating 

(1) an amendment to Title 10, Chapter 59 of the Federal Code of 

Regulations to require the clinical examination of servicemembers 

experiencing PTSD symptoms by psychiatrists or psychologists 

upon administrative separation; (2) the screening of deploying 

servicemembers for mental health conditions, including PTSD, at 

four time points across the deployment cycle (as later outlined in 

DoD policy memorandum 11-011); and (3) an independent study 

to determine the various programs and methods available for the 

prevention, screening, diagnosis, treatment, or rehabilitation of 

PTSD; (4) a study to assess the benefits, feasibility, and 

advisability of using service dogs for the treatment and 

rehabilitation of people physical or mental disabilities, including 

PTSD; (5) an increase in the number of mental health professionals 

across the DoD; (6) a scholarship program to increase the number 

of mental health professionals within the Armed Forces; and (7) a 
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studies of and plans to improve military health care, including the 

mental health care of military families. 

 

2009 11 05 (M) Thirteen people are killed, and dozens are wounded at Fort Hood, 

Texas, allegedly by Army psychiatrist Nidal Hasan. The incident 

stimulates media attention to mental illness among military 

servicemembers.   

 

2009 11 06 (R) The Army releases its sixth annual Mental Health Advisory Team 

Report, which outlines mental health problems affecting soldiers 

deployed to Iraq. The report suggests that the rate of mental health 

problems is significantly lower than all years except 2004. 

 

2009 11 11 (C) MTV broadcasts "Return to Duty," a documentary about a 24-year 

old servicemember’s tour of duty in Iraq.  

 

2009 11 12 (A) Iraq Veterans Against the War sends a “Veterans Day message to 

President Obama” asking that for changes in military mental health 

care and outreach. 

 

2009 11 17 (M) The Washington Post publishes an article on the overworked 

military health system and highlights the numerous vacant 

positions at the upper levels of the system. 

 

2009 12 01 (P) The DoD issues an instruction (1300.24) which outlines 

procedures and responsibilities for a program of non-medical care 

provided to wounded, ill and injured servicemembers across the 

military departments—the Recovery Coordination Program. The 

policy stems from a mandate in the FY2008 National Defense 

Authorization Act and emphasizes a need for early detection of 

PTSD and other mental health conditions. 

 

2009 12 04 (C) A film, “Brothers,” is released. It focuses on a traumatized 

servicemember who is admitted to a mental institution.  

 

2010 01 18 (M) The Army Times publishes an article on the need for a larger Army 

and the significant toll that the wars in Iraq and Afghanistan have 

taken on soldiers and their families.  

 

2010 01 29 (R)   The Government Accountability Office releases a report (GAO-10-

213) titled “Further Evaluation of Ongoing Initiatives Could Help 

Identify Effective Approaches for Improving Claims Processing” 

which reports on trends in VA's disability compensation claims 

processing and steps the VA has taken to improve its disability 

claims process. The report states that the process has improved in 

some respects but worsened in others.  The VA subsequently 
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implements all of the report’s recommendations to further improve 

the process. 

 

2010 02 05 (P) The DoD issues an instruction (6490.07) which outlines the 

procedures and responsibilities for ensuring that servicemembers 

are medically able to accomplish their duties when deployed. It 

states that servicemembers with mental health conditions, 

including PTSD, cannot deploy unless they have been treated and 

stabilized for three months or longer.   

 

2010 03 12 (P) The Veterans Health Administration issues a handbook (1160.03) 

which establishes procedures for a continuum of PTSD programs 

across the VA. The handbook outlines the general care 

requirements within various settings (for example, outpatient and 

inpatient) and among specific groups of veterans (for example, 

women veterans or veterans with co-occurring disorders). 

 

2010 03 17 (R)   The VA Office of Inspector General publishes a report (09-02135-

107) titled “Audit of VA’s Efforts To Provide Timely 

Compensation and Pension Medical Examinations,” which 

examines whether VA commits the resources necessary to provide 

veterans with timely compensation and pension medical 

examinations. The report was competed at the request of the 

Chairman of the Senate Committee on Veterans’ Affairs, and 

determines that leaders at VA medical facilities do not always 

commit sufficient resources to ensure timely compensation and 

pension medical exams. It offers recommendations for improving 

the resourcing and monitoring of these examinations. 

 

2010 03 22 (M) The Military Times newspapers publishes an article providing data 

that some segments of the military population (for example, Air 

Force Officers) tend to receive higher disability ratings than others 

(for example, enlisted Marines).  

 

2010 04 28 (P) The DoD issues an instruction (6130.03) which reissues an existing 

directive, and outlines the procedures and responsibilities for 

physical and medical standards for military service. PTSD is 

among the conditions that are grounds for rejecting an individual 

for military service.    

 

2010 04 30 (R)   The Government Accountability Office releases a report (GAO-10-

445) titled “Expanded Oversight Would Improve Training for 

Experienced Claims Processors” which assesses the state of VA 

training for claims processors. The report offers several 

recommendations for improving training, and the VA subsequently 

implements all of the report’s recommendations. 
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2010 05 05 (P) The Caregivers and Veterans Omnibus Health Services Act 0f 

2010 (Public Law 111-163) is issued, enabling family members of 

injured veterans to receive certain benefits from the VA. The law 

represents new territory for the VA, mandating the provision of 

benefits to individuals other than the veteran. The law also requires 

that the VA’s Vet Centers provide readjustment counseling to 

active duty servicemembers in addition to the veterans it already 

serves. 

 

2010 05 05 (R)   The Government Accountability Office releases a report (GAO-10-

578R) titled “Status of VA's Approach in Conducting the National 

Vietnam Veterans Longitudinal Study” which discusses the VA’s 

actions and intentions to complete the National Vietnam Veterans 

Longitudinal Study, a follow-up to the National Vietnam Veterans 

Readjustment Study. The follow-up study was originally scheduled 

to be completed by the original contractor, Research Triangle 

Institute, in the early 2000s. However, the VA cancelled the 

contract prior to the commencement of data collection activities.  

 

2010 05 28 (R)   The Government Accountability Office releases a report (GAO-10-

570) titled “Reporting of Spending and Workload for Mental 

Health Services Could Be Improved” which examined the VA’s 

spending and reporting of expenses related to mental health 

services. The report notes that VA spending on mental health 

issues is not always reported as mental health spending, and 

outlines recommendations for process improvement. The VA 

subsequently implements most of the recommendations (although 

some are currently being considered).  

 

2010 06 11 (P) The Veterans Health Administration establishes the Transition 

Patient Advocates (TPA) and Peer Support Technicians (PST) 

programs through Veterans Health Administration directive 2010-

030. TPAs support injured or ill servicemembers and veterans 

during their transition to VA health care services. PSTs are 

individuals previously used mental health services and who 

provide support to and assist in the recovery of veterans who have 

severe mental illnesses. Both are non-licensed, non-certified staff 

members. 

 

2010 06 14 (P) The VA issues policy to provide veterans and other eligible women 

or men who report having experienced military sexual trauma with 

free care for all physical and mental health conditions—including 

PTSD—related to the sexual trauma. 
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2010 06 24 (O) The National Intrepid Center of Excellence at the National Naval 

Medical Center in Bethesda opens its doors. It focuses on 

psychological health and TBI research, diagnosis, and treatment. 

 

2010 06 25 (C) A documentary film, Restrepo is released. It covers the 

deployment of Battle Company 2nd of the 503rd Infantry 

Regiment 173rd Airborne Brigade Combat Team into northeast 

Afghanistan’s Korengal Valley. It highlights the psychological 

stresses of war.   

 

2010 07 13 (P) New federal regulation (38 CFR 3.304) is enacted which will no 

longer require servicemembers to provide written documentation 

of exposure to a traumatic event in order to receive PTSD-related 

disability benefits. Servicemembers with claims pending are 

eligible for retroactive payments. 

 

2010 08 (R) The Department of Defense releases its final report of the Defense 

Task Force on the Prevention of Suicide by Members of the Armed 

Forces, titled “The Challenge and the Promise: Strengthening the 

Force, Preventing Suicide and Saving Lives.” The report outlines a 

number of recommendations, one of which is to promote help-

seeking behaviors among military servicemembers with mental 

illnesses, including PTSD.  

 

2010 08 15 (R)  Military psychologists Bret A. Moore and Carrie H. Kennedy 

release a book, “Wheels Down: Adjusting to Life After 

Deployment,” which serves as a guide to life after deployment for 

military servicemembers, and includes chapters on identifying the 

signs of PTSD and coping with psychological struggles. 

 

2010 09 15 (H) DoD, VA, and Government Accountability Office leaders testify in 

front of the House Committee on Veterans’ Affairs and discuss 

issues related to personality disorder discharges and military 

benefits. This hearing touches upon issues discussed in the July 25, 

2007 hearing on the same topic. One goal of the hearing is to 

examine the steps that the DoD has taken to deal with the problem.   

 

2010 11 11 (C) HBO broadcasts “Wartorn,” a special exploring PTSD among 

American servicemembers. 

 

2010 12 22 (L) A DoD leadership change occurs: Interim Assistant Secretary of 

Defense for Health Affairs, Dr. George P. Taylor, Jr. is replaced by 

Dr. Jonathan Woodson. 

 

2011 01 05 (L) Congressional committee leadership change occurs: Senate 

Committee on Veterans Affairs Chair, Sen. Daniel Akaka (R-HI) is 
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replaced by Sen. Patty Murray (D-WA); House Committee on 

Veterans Affairs Chair, Sen. Bob Filner (D-CA) is replaced by 

Sen. Jeff Miller (R-FL). 

 

2011 01 07 (P) President Obama signs the National Defense Authorization Act of 

fiscal year 2011. The Act includes several sections pertaining to 

the mental health of servicemembers including sections mandating 

a study of PTSD incidence by military occupation. 

 

2011 01 24 (R)   The Government Accountability Office releases a report (GAO-11-

32) titled “VA Spends Millions on Post-Traumatic Stress Disorder 

Research and Incorporates Research Outcomes into Guidelines and 

Policy for Post-Traumatic Stress Disorder Services” which outlines 

the VA’s status of and processes for funding PTSD research, 

processes for incorporating research outcomes into clinical practice 

guidelines, and processes for determining which PTSD services to 

offer at VA facilities. No specific recommendations are offered. 

 

2011 02 08 (C) Shoshana Johnson, the first U.S. female black prisoner of war, 

releases her memoir which focuses in part on her experiences of 

PTSD. 

 

2011 02 28 (R)   The Government Accountability Office releases a report (GAO-11-

219) titled “Management Weaknesses at Defense Centers of 

Excellence for Psychological Health and Traumatic Brain Injury 

Require Attention” which highlights challenges with the 

organizational structure and processes of the Defense Centers of 

Excellence for Psychological Health and Traumatic Brain Injury. 

Recommendations for improvement are made and are currently 

being considered.  

 

2011 03 29 (Law) The Veterans Legal Services Clinic at Yale Law School, 

representing Vietnam Veterans of America, files a federal class-

action lawsuit on behalf of Vietnam veterans who were denied 

honorable discharges due to undiagnosed PTSD. 

 

2011 05 10 (P) The Ninth Circuit Court of Appeals upholds a district court’s 

ruling enabling veterans to challenge systemic delays in VA 

mental health care and disability compensation in federal court. 

 

2011 05 28 (M) The Daily Beast (formerly Newsweek) publishes an article titled 

“How America Screws its Soldiers” which focuses on [ADD] 

 

2011 06 01 (P) The Veterans Health Administration issues a series of handbooks 

(1163.01, 1163.02, 1163.03, 1163.04, and 1163.05) for 

Psychosocial Rehabilitation and Recovery Services. These 
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policies, respectively, outline the procedures and requirements of 

the Psychosocial Rehabilitation and Recovery Services Section 

within Veterans Health Administration’s Office of Mental Health 

Services; the Therapeutic and Supported Employment Services 

programs; the Psychosocial Rehabilitation and Recovery Centers; 

family and couples therapy services; and peer support programs. 

The Veterans Health Administration’s Psychosocial Rehabilitation 

and Recovery Services emphasize that all veterans with serious 

mental illness can undergo mental illness recovery, defined by 

“liv[ing] a meaningful life in a community of [one’s] choice while 

striving to achieve [one’s] full potential” (see 1163.01). 

 

2011 06 14 (H) Lieutenant General James Terry Scott (Ret.), Chairman of the 

VA’s Advisory Committee on Disability Compensation, Antonette 

Zeiss, the VA’s Acting Deputy Patient Care Services Officer for 

Mental Health, and others testify in front of the House Committee 

on Veterans Affairs on issues of mental health care and 

compensation for veterans. The hearing was prompted, at least in 

part, by the May 10 decision of the Ninth Circuit Court of Appeals 

which brought further attention to issues of mental health care and 

disability compensation among servicemembers and veterans. The 

court upheld a district court’s ruling enabling veterans to challenge 

systemic delays in VA mental health care and disability 

compensation in federal court. 

 

2011 06 30 (R)   The Government Accountability Office releases a report (GAO-11-

611) titled “Limited Budget and Performance Information on the 

Center for Psychological Health and Traumatic Brain Injury” 

which outlines challenges that the Defense Centers of Excellence 

for Psychological Health and Traumatic Brain Injury encounter 

during the federal budgeting and funding processes. 

Recommendations are made to increase visibility and 

accountability during the funding process, and are currently being 

considered. 

 

2011 07 01 (P) The Veterans Health Administration issues a policy directive 

(1163) mandating that all mental health services be recovery-

oriented, and that these services be offered in a uniform and 

consistent manner across sites.  

 

2011 07 28 (Law) The federal government settles a lawsuit filed by nearly 2,200 

veterans discharged between 2002 and 2008 with PTSD disability 

ratings of lower than 50 percent, a designation automatically 

afforded to veterans discharged with PTSD after the 

implementation of an October 14, 2008 policy. The settlement 

enables these veterans to obtain additional benefits. 
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2011 08 01 (R)   The Journal of the American Medical Association publishes a 

study by Dr. John Krystal and colleagues which finds that 

risperidone, an antipsychotic drug often prescribed for severe 

PTSD symptoms, did not reduce PTSD symptoms among the 

veterans in the study.  

 

2011 08 12 (P) The DoD issues a policy memorandum (DTM 11-011) which 

specifies that deploying servicemembers be screened for mental 

health conditions, including PTSD, at four time points across the 

deployment cycle: (1) within 120 days before the estimated date of 

deployment, (2) between 90 and 180 days after return from 

deployment, (3) between 180 days and 1 year after return from 

deployment, and (4) between 18 and 30 months after return from 

deployment.  

 

2011 09 29 (R)   The Government Accountability Office releases a report (GAO-11-

812) titled “Clearer Information for Veterans and Additional 

Performance Measures Could Improve Appeal Process” which 

focuses on the utilization and usefulness of the Decision Review 

Officer (DRO) review, which was established in 2001 as an 

alternative to the lengthy regional office appeal review process. 

Recommendations are made to ensure effective use of the DROs. 

VA subsequently implements most of the recommendations 

(although some are currently being considered).  

 

2011 Fall (Misc) Army Vice Chief of Staff at the time, General Peter Chiarelli, 

sends a letter to the American Psychiatric Association president, 

Dr. John Oldham requesting that the term “disorder” be dropped 

from the PTSD diagnostic label in the forthcoming DSM-5. The 

rationale is that the term “disorder” is stigmatizing and that 

removing it would encourage more individuals suffering from 

symptoms to access care. A discussion ensues among mental 

health professionals and military communities about whether the 

term “disorder” should be dropped, replaced by “injury,” or 

remain. 

 

2011 11 14 (R)   RAND releases a report titled "Programs Addressing 

Psychological Health and Traumatic Brain Injury Among U.S. 

Military Servicemembers," which catalogues DoD-sponsored 

psychological health and traumatic brain injury programs, and 

highlights a lack of coordination among these efforts across the 

DoD.  

 

2011 11 22 (P) The DoD issues an instruction (6490.05) which replaces and 

updates a 1999 directive establishing policy for the military’s 
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combat and operational stress control program. Core components 

of the program include developing and maintaining an 

environment of psychological health prevention and protection, 

establishing “stigma-reducing” terminology such as “psychological 

first aid” not associated with traditional or clinical mental health 

care, and emphasizing the importance of psychological first aid in 

mental illness prevention. 

 

2011 12 18 (M) The New York Times publishes an article which cites an Air Force 

study of the stress experienced by the pilots of unmanned aerial 

vehicles. These events bring public attention to the high-levels 

stress experienced by this population, and raise questions about 

whether at to what extent stress responses among this population 

meet the clinical criteria for PTSD.  

 

2011 12 31 (P) President Obama signs the National Defense Authorization Act of 

fiscal year 2012. The Act includes several sections pertaining to 

the mental health of servicemembers including sections mandating 

(1) modifications to the mental screening requirements listed in the 

2010 National Defense Authorization Act such as (a) a longer 

window for pre-deployment screening; (b) a clause stating that the 

assessments need not be conducted if they remove the 

servicemember from forward deployment or put servicemembers 

or operational objectives at risk; and (c) a mandated review of 

servicemember health records related to previous deployments or 

other relevant military activities; and (2) an assessment of the 

benefits of neuroimaging research in identifying and improve the 

diagnosis of PTSD. 

 

2011 6 27 (R)  The RAND Corporation releases a report, “Promoting 

Psychological Resilience in the U.S. Military,” focused on the 

current evidence for and approaches to promoting psychological 

resilience. The concept of “resilience,” a well-established term in 

the psychological literature, is now widely evoked among military 

communities. 

 

2012 01 10 (P) The Veterans Health Administration issues a directive (2012-002) 

outlining the procedures for re-engaging veterans with serious 

mental illnesses, including severe PTSD, in treatment when lost to 

follow-up care. [This was in response to a Veterans Health 

Administration Office of the Medical Inspector (OMI) report, 

which demonstrated that Veterans with SMI can be re-engaged in 

treatment and that such efforts can significantly impact the 

mortality rate for these Veterans.] 
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2012 01 23 (P) The Veterans Health Administration issues a directive (2012-004) 

mandating that all VA mental health providers and primary care 

providers complete a training program on military sexual trauma. 

 

2012 01 25 (R)   The Government Accountability Office releases a report (GAO-12-

154) titled “Coordinating Authority Needed for Psychological 

Health and Traumatic Brain Injury Activities” which examines 

inconsistencies in the reporting of DoD's psychological health and 

traumatic brain injury activities in fiscal years 2007 through 2010 

and DoD’s ability to coordinate these activities. Recommendations 

are made to increase visibility of DoD spending for psychological 

health and traumatic brain injury activities, and are currently being 

considered. 

 

2012 02 (R) The Air Force commissions studies on its drone and intelligence 

communities to gauge the effect of remote-controlled warfare on 

combatants. 

 

2012 02 24 (M) The New York Times publishes an article titled “Branding a Soldier 

with Personality Disorder,” which highlights the dispute over 

personality disorder and adjustment disorder diagnoses in the 

military. 

 

2012 03 (R) Vietnam Veterans of America publishes a study conducted by 

affiliates of the Veterans Legal Services Clinic at Yale Law 

School. The report, titled “Casting Troops Aside: The United 

States Military’s Illegal Personality Disorder Discharge Problem,” 

highlights findings from data obtained through a Freedom of 

Information Act request. Key findings include that that tens of 

thousands of military personality disorder discharges were not 

conducted in compliance with DoD policy 1332.14, and that, 

although personality disorder discharges declined after media and 

Congressional attention in 2007 and 2008, adjustment disorder 

diagnoses increased during that time. 

  

2012 03 11 (Misc) Sixteen Afghan civilians are killed, allegedly by Army staff 

sergeant Robert Bales, whose defense is based in part upon 

allegations that the Army sent him back into combat with PTSD. 

 

2012 04 10 (P) The Army issues a policy memorandum (12-035) which has 

implications for the diagnosis of PTSD. It suggests that physicians 

consider diagnosing soldiers with PTSD even if they do not meet 

the diagnostic criterion of experiencing "fear, helplessness or 

horror" in response to a traumatic event.  The policy emerges as 

mental health communities anticipate the new DSM-5, which, as it 

turns out, eliminates this so-called “A2” diagnostic criterion.  
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2012 04 19 (O) The Department of Veterans Affairs announces that it will hire 

1,900 mental-health workers, a nine percent increase. 

 

2012 04 23 (R)   The VA Office of Inspector General publishes a report (12-00900-

168) titled “Veterans Health Administration: Review of Veterans’ 

Access to Mental Health Care” which finds that the VA is not 

meeting its policy requirement to provide all first-time patients 

seeking mental health services with an initial evaluation within 24 

hours and a diagnostic and treatment planning evaluation within 14 

days. The report also noted that the VA overstated its success in 

meeting this goal (95 percent of veterans) when compared to 

results from the Inspector General's independent analysis (49 

percent of veterans). 

 

2012 05 07 (H) Members of the American Psychiatric Association convene a panel 

discussion at their annual meeting that focuses on the proposed 

name change to the PTSD label.  

 

2012 05 16 (Misc) Army secretary, John McHugh and chief of staff, General 

Raymond Odierno, order a service-wide review of how its 

physicians diagnose psychiatric disorders. 

 

2012 05 22 (M) The New York Times publishes an article titled “Post-Traumatic 

Stress’s Surprisingly Positive Flip Side,” which highlights the 

burgeoning trend of focusing on psychological “growth” during 

trauma.  

 

2012 07 13 (R)   "The Institute of Medicine releases a report titled “Treatment for 

Posttraumatic Stress Disorder in Military and Veteran Populations: 

Initial Assessment” which examines the options available within 

the DoD and VA for preventing, diagnosing, and treating PTSD. In 

regard to screening and diagnosis, the report notes that several 

PTSD screening instruments are available, although there is not 

sufficient evidence to support the use of one tool over another. The 

report also underscores the need for a comprehensive clinical 

evaluation in order to accurately diagnose PTSD. 

 

2012 08 27 (P) The Veterans Health Administration issues a directive (2012-021) 

which outlines the professional qualifications needed to perform 

compensation and pension exams for mental disorders, including 

PTSD.  

 

2012 08 29 (M) The Daily Beast (formerly Newsweek) publishes an article titled 

“Veterans Waiting Even Longer for Benefits” which highlights 

long wait times and geographic inequalities in receiving disability 
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compensation. The article highlights the “political finger-pointing” 

underlying the situation: Democrats and many veterans’ advocates 

argue that the VA, particularly during the Bush administration, 

failed to prepare for a barrage of disabled veterans, and 

Republicans suggest that the VA disability claims backlog has 

soared during Obama administration. 

 

2012 08 30 (M) The New York Times publishes a blog entry titled “Effort Aims to 

Use Biomarkers to Pinpoint PTSD,” which discusses an ongoing 

debate over the prevalence of PTSD: Many veterans’ advocates 

and mental health providers state that PTSD is underdiagnosed, in 

part because of servicemembers’ fears of job-related repercussions, 

while some providers state that the disorder may be over 

diagnosed. 

 

2012 08 31 (P) President Obama signs an executive order, affecting the VA, DoD, 

and other federal agencies, mandating improved mental-health care 

for servicemembers and veterans. 

 

2012 09 12* (R)   The Government Accountability Office releases a report (GAO-12-

846) titled “Actions Needed to Address Hurdles Facing Program 

Modernization” which outlines the challenges facing the VA 

during its efforts to modernize its disability rating schedule. The 

report recommends that the VA take several steps to improve its 

capacity to revise the rating schedule, and the VA is currently 

considering these recommendations.   

 

2012 12 01* (P) The APA votes on changes to the PTSD diagnosis in the DSM-5, 

which was subsequently released in May 2013. Eventual changes 

to the diagnosis included dropping the requirement that individuals 

respond to a traumatic event with fear, helplessness, or horror; 

adding more explicit requirements about how an individual must 

have experienced a traumatic event; separating the avoidance and 

numbing  “cluster” into two clusters, avoidance and negative 

alterations in cognitions and mood; adding two symptoms to the 

negative alterations in cognitions and mood cluster; adding one 

symptom to the alterations in arousal and reactivity cluster; 

revising various symptoms to clarify symptom expression; and 

adding preschool and dissociative “subtypes.” 

 

*This event occurred after this study’s data collection period (ending August 31, 2012) 

but was included because of its salience within the military arena. 
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